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By 8. P. Bepson, M.D., M.Se. Durh., F.R.S. 


PROFESSOR OF BACTERIOLOGY IN THE UNIVERSITY OF LONDON AT 
THE LONDON HOSPITAL 


Tue list of virus infections of animals to which man is 
susceptible is a large one. It includes rabies, equine 
encephalomyelitis, lymphocytic choriomeningitis, Rift 
Valley fever, cowpox, foot and mouth disease, louping 
ill, psittacosis and possibly the rural form of yellow fever. 
If one includes the rickettsias in the virus group, and Iam 
not convinced that we should make a distinction between 
them, there are the various forms of endemic typhus— 
Rocky Mountain spotted fever, murine typhus, fiévre 
boutonneuse of the Mediterranean littoral, Australian Q 
fever, tsutsugamushi fever and scrub typhus of Malaya, 
the last two of which, according to Lewthwaite and 
Savoor (1940), appear to be the same. Certain of these 
diseases are relatively unimportant to human pathology. 
For instance, indubitable human cases of louping ill and 
Rift Valley fever have been limited to laboratory acci- 
dents, and foot and mouth disease is excessively rare in 
man. I shall here confine myself to the three commonest 
examples, rabies, equine encephalomyelitis and psitta- 
cosis. These exemplify three modes of spread: direct 
contact, inhalation of infective particles, and trans- 
mission by insects. 

RABIES 

Rabies has disappeared from this country, but it still 
occurs in other parts of the world including the British 
Empire ; in 1935 some 118,000 people received prophy- 
lactic inoculation. Our knowledge of the virus dates 
from the time of Pasteur, but we know less about it 
than many others. It is one of the so-called neuro- 
trophic viruses and the diagnostic importance of the 
cytoplasmic inclusion—the Negri bodies—to which it 
gives rise in nerve-cells, particularly those of the hippo- 
campus major, is fully recognised. The filtrability 
of the virus has been established and the diameter of 
100-500 mp ascribed to it by recent ultrafiltration 
experiments (Galloway and Elford 1936) should bring it 
within the limits of visibility with the microscope. Yet 
it has not been seen with certainty and opinions differ 
as to whether or not it passes through a developmental 
eycle during multiplication and as to the exact nature 
of the Negri body. There is however no doubt about the 
mode of transmission of rabies. The virus is present 
in the saliva of the rabid animal and is transmitted by its 
bite or less commonly by the soiling of scratches of 
superficial wounds with the infective saliva. About 90% 
of human rabies is due to dog bites, but other animal 
species such as the cat, wolf, jackal, domesticated 
herbivores and ungulates and various small rodents 
have been a source of human infection. Lately this list 
has been extended by the addition of the vampire bat, 
which in Trinidad and South America has been found 
to suffer from rabies, and certain species of South 
African mammals, such as the merkat, in which rabies 
is endemic. So wide is the host range of this virus that 
in a country in which rabies is endemic the bite of any 
animal must be considered suspect. 

By the systematic destruction of rabid dogs and all 
animals bitten by them and the imposition of quarantine 
on all dogs coming into the country the disease has been 
eradicated from these islands. This success, which has 
been made possible by our geographical position, may, 
as Sir Henry Dale has pointed out, have a bearing on the 
nature of rabies virus. If viruses were non-living agents 
which had their origin in some peculiar derangement of 
cell metabolism one would not have expected the measures 
to have been effective. After the destruction of all rabid 


* An abridged version of the Chadwick lecture Human Virus 
Infections of Animal Origin: their mode of spread and 
control delivered at the London School of Hygiene and 
Tropical Medicine on May 21, 1940. 
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and the of the of the 
disease why did not rabies reappear ? The answer seems 
to be that the virus of rabies is an organised living agent. 

In countries less favourably situated than our own, 
rabies continues endemic, and is kept in control by the 
slaughter of rabid animals and those animals bitten by 
them, and by the muzzling of dogs. Recently an 
attempt has been made actively to immunise dogs against 
rabies and although this procedure has given encouraging 
results in Japan and Hungary it is as yet early to say how 
effective it will prove in the control of rabies. In the 
meantime where rabies remains endemic one has to 
fall back on the second line of defence—the prophylactic 
immunisation of man. The long incubation period 
of rabies—20 days to 12 months with an average of 40 
days—suggested the possibility of protecting infected 
persons by active immunisation. In addition to the 
original vaccine of Pasteur, in which the virus in the 
spinal cord of infected rabbits is attenuated by varying 
periods of drying, we now employ vaccines in which 
other agents, such as phenol, formol, ether, glycerol or 
heat, are used to inactivate the virus. Of these vaccines 
the carbolised is the most in vogue whilst vaccines made 
from dried cord, or cord inactivated by heat or ether or 
prepared by simple dilution, are the next most popular ; 
the other types are but little used. 

Proof is lacking of the efficacy of antirabies vaccina- 
tion, for ever since its introduction it has been applied 
wherever possible to anyone bitten by an animal 
suspected to be infected with rabies. In a disease 
so terrible it would be difficult to withhold treatment 
to provide controls. But there is presumptive evidence 
in support of the procedure. The chance of rabies 
developing depends on a variety of factors such as the 
severity of the bite, its situation, whether the bite was 
inflicted through clothing and so on. Babes has stated 
that the mortality in people bitten by rabid dogs and 
receiving no specific treatment may range from 3% for 
bites inflicted through clothing to "80% for severe bites 
of the face. The figures published by the League of 
Nations for 1929-35 show that only 0:-4% of 524,258 
people receiving antirabies treatment died from rabies, 
but many of these had probably not been bitten by 
rabid animals since specific treatment is resorted to 
wherever the least doubt exists as to the healthiness of 
the animal. Nevertheless one has the impression that 
the mortality from rabies in these people would have 
been greater had they received no specific treatment, 
but it is an impression and no more. 


EQUINE ENCEPHALOMYELITIS 

With the possible exception of Venezuela equine 
encephalomyelitis is confined to North America, where 
it is endemic in certain states of the eastern seaboard 
and in a more extensive area in the western part of the 
United States. Although this disease has been recog- 
nised clinically for some time it was only nine years ago 
that Meyer and his colleagues (1931) in San Francisco 
showed it to be due to a filtrable virus. Two years 
later Ten Broeck and Merrill (1933) confirmed this and 
demonstrated that although the cases in the eastern 
states were clinically similar to those in the west the 
virus causing them was serologically distinct. The 
division of the virus of equine encephalomyelitis into 
eastern and western types is now well established; 
possibly the Venezeulan strain studied by Beck and 
Wyckoff (1938) may provide yet another, for cross- 
immunity experiments showed that it was antigenically 
unlike both North American types. 

This plurality of serological types, with which we are 
familiar in certain bacterial species such as the pneu- 
mococcus, is by no means uncommon among viruses. 
The virus of foot-and-mouth disease occurs in at least 
three distinct serological types and epidemic influenza 
presents an even greater variety. The eastern and 
western types of equine encephalomyelitis virus, though 


serologically distinct, are otherwise similar. They 
measure some 10-20, in diameter and their clinical 


manifestations are essentially the same. 
In the western states equine encephalomyelitis is 
confined to the river valleys, whereas in the eastern it is 
T 
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found in the marshy country along the Atlantic rn 
In both areas it has a clear seasonal incidence ; it appears 
in the late summer and early autumn and ceases abruptly 
with the onset of the cold weather. Both the seasonal 
incidence and the geographical distribution—river 
valleys and marshlands—suggested that the disease was 
spread by mosquitoes, and in 1933 Kelser demonstrated 
experimentally that the virus could be transmitted from 
guineapig to guineapig and from this animal to the horse 
by the mosquito Ades aegypti. It is now known that 
under experimental conditions quite a number of species 
of wdine mosquitoes are capable of transmitting the 
disease. (Ten Broeck 1935; Madsen, Knowlton and 
Rowe 1936; Kelser 1938.) As Merrill and Ten Broeck 
have shown (1934) the virus multiplies in the insect and 
some 4-5 days must elapse after feeding before it becomes 
capable of transmitting infection ; thereafter it remains 
infective for life. Although it has thus been clearly 
established that under experimental conditions this 
disease can be transmitted by mosquitoes, infection in 
mosquitoes trapped in areas where equine encephalo- 
myelitis was epidemic has never been demonstrated. 
Nevertheless there can be no real doubt that it is by the 
agency of these insects that the disease is spread in 
nature. 

It may well be asked how a disease of the central 
nervous system comes to be transmitted by a blood- 
sucking insect. The answer is that infection passes 
through two phases, as the investigations of Ten Broeck 
and his colleagues and of Meyer and his co-workers have 
clearly shown; an observation confirmed by Hurst 
(1936) in this country. After infection the virus genera- 
lises and multiplies in the viscera; it is present in the 
blood-stream in considerable quantity. This stage of 
the infection is associated with pyrexia but no other 
symptoms; it lasts two to three days. The second 
phase of the disease begins with the disappearance of 
virus from the blood-stream and the onset of nervous 
symptoms, the virus reaching the brain and cord by being 
excreted on to the nasopharyngeal mucosa and passing 
centripetally via cranial nerves. It follows that the 
horse is only capable of transmitting the disease by the 
agency of mosquitoes during a restricted time and 
before the appearance of clinical symptoms indicates 
that the animal is infected. So brief, in fact, is the 
period in which the horse is infective for the mosquito 
that Ten Broeck and his colleagues as early as 1933 
suggested that the horse was not the primary host of 
this virus. This suggestion has received a good deal of 
support from recent observations. 

In the late summer and early autumn of 1938 there 
were severe outbreaks of equine encephalomyelitis in 
America, more particularly in the eastern states in which 
it is endemic; it was during this outbreak that the 
occurrence of human cases was first established beyond 
doubt. At the time when the equine disease was at 
its height a considerable mortality amongst pigeons on 
some of the affected farms was noticed. Investigations 
of these birds by Fothergill and Dingle (1938) showed that 
their deaths were due to the equine virus. What is even 
more interesting was the demonstration by Tyzzer, 
Sellards and Bennett (1938) that pheasants dying on a 
range in Connecticut were also infected with this virus. 
These authors have suggested that certain species of 
birds are the natural reservoir of this virus and that 
only when the epidemicity of this disease rises above 
a certain level does infection of the horse and of man 
take place. 

Whether this is so or not the fact remains that it was 
in the very severe outbreak in 1938 that human cases of 
the disease were first indubitably recognised. These 
were not numerous but two points served to bring them 
into prominence ; the high incidence amongst infants 
and young children and the very high mortality amongst 
the young age-group. These latter cases were inv ariably 
fatal after running a fulminating course of about two 
days. Clinically obvious infection in adults was much 
rarer, ran a much longer course and often ended in 
recovery. How widespread infection may be in man is 
not known—probably much wider than clinical mani- 
festations would lead one to believe. A serological 


survey of humans in the affected area at the time of an 
equine outbreak would probably throw light on this 
point. 
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Until we law more about the epidemiology a this 
disease it is not clear what steps should be taken to 
revent human infection. Presumably this results 
rom the bite of infected mosquitoes ; this at any rate 
appears to be true of the cases in infants and very youn 
children who had no possible contact with infecte 
horses or other primary hosts. Is the reservoir of human 
infections the horse, or do both the equine and human 
cases arise from avian sources as Tyzzer and his col- 
leagues suggest ? If the former is true then by active 
immunisation of the horses in endemic areas—and 
promising results have already been obtained in this 
direction—one should be able to diminish the chance of 
man becoming infected. In any case the protection 
of man against the bites of mosquitoes at times of 
epidemics—and this applies particularly to the infants 
and young children in whom this disease runs such @ 
virulent course—should reduce its incidence. 


PSITTACOSIS 


As late as 1930 doubt existed as to whether the human 

disease which had been labelled psittacosis did in fact 
_originate in parrots, and some went so far as to suggest 
that the parrots were infected by man. The pandemic 
of 1930, however, gave ample opportunity for clearing 
away existing misconceptions and it was not long before 
investigators, working independently in this and other 
countries, showed that the causal agent of both the 
human and avian disease was a filtrable virus. 

This virus is one of the largest and is readily visible 
under the microscope. It stains more easily than many 
viruses and shows considerable morphological variation, 
some of its forms bearing a close resemblance to bacteria. 
Both in staining properties and morphology it resembles 
many species of rickettsia, and some authorities, such as 
Lillie in America, think it belongs to the rickettsial 
group. It seems to me preferable to retain this agent in 
the virus group, where with the viruses of trachoma, 
inclusion conjunctivitis and lymphogranuloma inguinale 
it forms what I have termed the “ right wing’’ of the 
virus group. If in the future it proves justifiable to 
separate viruses from rickettsias the right wing group 
would bridge the gap between them. 

It was known in 1930 that other avian species as well 
as parrots and parrakeets were susceptible to this virus, 
in fact human cases indubitably due to infection from 
canaries were encountered during the pandemic, and the 
virus of psittacosis was isolated from various species of 
finch coming from mixed aviaries in which the disease 
was prevalent. But it was thought that only psittacine 
species suffered from this disease in nature ; they alone, 
it was believed, constituted the primary hosts of this 
virus. Recent work has shown this to be incorrect. 
During the last few years cases of an atypical pneumonia 
have been described in the Faroe Islands. These have 
been confined to middle-aged women and have occurred 
in the late summer and early autumn. Struck by the 
seasonal and age distribution of this disease and the 
absence of positive bacteriological findings in these cases 
Rasmussen (1938) investigated the matter more closely. 
Clinically the cases resembled psittacosis. In the late 
summer the islanders catch the newly fledged fulmar 
petrels which they salt down for winter consumption ; 
these birds are an important source of food in the Faroes. 
The young birds leave their nests and collect on the rocks 
near the sea where the men net them. The women 
pluck and strip the birds and put them in salt. These 
facts suggested to the Danish investigators that the 
human infections came from the fulmars and that the 
agent was either psittacosis or a closely allied virus. In 
1938 Dr. Madsen of the State Serum Institute in Copen- 
hagen asked me to examine the serum from cases of this 
disease for psittacosis antibody and he arranged for bird 
and human material to be examined for the virus by 
Dr. Haagen in Berlin. Both investigations proved 
positive. The serum from five out of seven patients 
fixed complement in the presence of a psittacosis antigen ; 
the two negative sera were from clinically doubtful cases. 
Haagen and Mauer (1939) isolated a virus indistinguish- 
able from psittacosis virus both from young fulmar 
petrels and from material coming from the human cases. 
The final identification of this virus with psittacosis 
virus has not yet been made, but in all probability they 
are the same. 
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More recently Professor Dungal of Reykjavik sent me 
the serum from five cases.of a similar disease which had 
occurred in Iceland where fulmar petrels are used as 
food ; all five gave a positive psittacosis complement- 
fixation test. The occurrence of infection with this 
virus in a species of bird so unrelated to the parrot 
family and so entirely different in habits and distribution 
is of particular interest. One wonders whether other 
species of seabird may not suffer from psittacosis and 
whether cases of infection may not arise in some of our 
islands off the Scottish coast where seabirds form one of 
the sources of food-supply. 

It is my belief that the majority of human infections 
are contracted by the inhalation of infective particles. 
Others hold that infection is more commonly picked up 
by handling infected birds or in cleaning their cages, the 
virus being introduced by the mouth. It is true that the 
closer the association between man and infected bird 
the greater is the chance of infection, and I have known 
of several human cases of psittacosis resulting from the 
practice of bill-to-mouth feeding. But there are several 
points which make me doubt the importance of the 
alimentary tract as a route of infection. One is the great 
readiness with which man contracts psittacosis when 
exposed to infected birds, which is not what one would 
expect were the alimentary tract the portal of entry. 
The infected bird suffers from diarrhoea and its feathers 
get soiled with droppings which contain the virus in large 
quantity. The droppings dry and get dusted off as 
minute particles which are readily dispersed in the air. 
There are many examples of man becoming infected 
merely through having gone into the room in which the 
infected birds were kept or even where they had been 
housed. In an outbreak in the laboratories of the U.S. 
Public Health Service at Washington one of the victims 
was a porter who had to wheel a trolley along the corridor 
past the door of the laboratory in which psittacosis 
investigations were being conducted. What is more, 
the main incidence of the infection in human cases falls 
on the respiratory tract; in cases of any severity 
pneumonic consolidation, lobular in distribution, is 
always present, and inflammation of the mucosa of the 
upper respiratory tract is a constant feature of those 
cases which come to autopsy. In view of these facts it 
appears to me that in bird-to-man infections the virus 
is passed through the air in the form of infective particles 
—dried droppings—which gain their entrance by the 
respiratory tract. / 

How is man to be protected against infection with this 
virus ? Some might say that the answer to this question 
was quite a simple one ; avoid contact with bi liable 
to harbour the disease. And although in theory this is 
reasonable, in practice it is difficult to enforce. The 
keeping of cage birds as pets—and parrots and parra- 
keets are particularly popular—is widespread; any 
interference with this practice would be strongly opposed. 
Where, as in the Faroe Islands and Iceland, infection is 
contracted from fulmar petrels which are caught for food 
the practice has been forbidden. But any such legisla- 
tion applied to the keeping of cage birds would be im- 
possible to enforce, so one has to fall back on less drastic 
and less effective measures. 

The outbreaks of psittacosis in Britain and on the 
Continent during 1929-30 had their origin in imported 
birds; the primary focus of infection was in South 
America. It was thought, therefore, that an embargo 
on the importation of birds of the parrot family into this 
country would reduce the chance of human infection, and 
in 1930 a law was passed prohibiting the entry of parrots 
and parrakeets except under licence. All birds of these 
species so admitted are inspected on arrival at the port 
of entry and only allowed to come in if healthy in appear- 
ance. Nevertheless cases of human psittacosis have 
continued to occur though they ‘have probably been 
less numerous than they would have been without the 
embargo. 

The reason for this relative failure is two-fold. First, 
it is not possible to say from the appearance of a bird 
whether or not it is infected. As in any other infectious 
diseases some psittacosis infections are inapparent and 
birds may continue to carry the virus, in some instances 
for long periods, after they have recovered from an attack 
of the disease. Both types of carrier, although healthy 
in appearance, are a source of infection for other birds 
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and for man, and in the last ten years many human cases 
of psittacosis have had their origin in avian carriers. 

The second reason for the failure of the embargo is the 
fact that the home stocks are infected. Parrakeets, 
budgerigars in particular, are bred extensively in this 
country, and we now know that infection is present in 
these birds. The budgerigar, though susceptible to the 
virus of psittacosis, is less so than many other psittacines 
and when infected is more likely to develop a subclinical 
attack; the carrier state is readily set up in them. 
Whether these home-bred birds have always been in- 
fected or whether they acquired infection in the pan- 
demic of 1930 is not known. The fact remains that they 
are infected and that in consequence the embargo is 
rendered in part ineffective. 

This is not to condemn the embargo or to suggest that 
it should be lifted, but if one possessed some more 
accurate means of detecting the presence of infection 
than mere inspection the control of psittacosis in birds 
could be made more effective. In this respect the 
adaptation of the complement-fixation test to the diag- 
nosis of psittacosis in birds by Meyer and Eddie (1939) 
in California will probably prove valuable. According 
to these investigations a negative test indicates 
freedom from infection and it should be possible by this 
means to decide which birds should be admitted and 
which destroyed. In the same way if birds in any of the 
home stocks come under suspicion they could be investi- 
gated and those infected destroyed. And in the rapid 
diagnosis of the human cases, particularly those which 
are mild and atypical—and there are many which are— 
the complement-fixation test can render invaluable aid. 
By these means it should be possible to bring this disease 
more effectively under control and materially to reduce 
if not to eradicate psittacosis in man. 
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EXOPHTHALMIC OPHTHALMOPLEGIA 


By H. G. McGregor, M.D. Lond., M.R.C.P. 
ASSISTANT PHYSICIAN TO THE ROYAL SUSSEX COUNTY HOSPITAL 


ALTHOUGH well over 100 cases have been reported 
in the last eighty years, exophthalmic ophthalmoplegia 
has only recently been separated from various cerebral- 
nerve palsics associated with thyrotoxicosis, The report 
of a further case not only helps to draw attention to 
a condition not yet widely appreciated but also adds 
to the by no means abundant material from which the 
natura! history of the disease has been deduced. 


CASE-RECORD 


A man, aged 37, gave a three-month history of double 
vision on looking upwards. To counteract his diplopia he 
had to throw his head backwards and carry it in that position 
all day. He felt perfectly well and had no headache or other 
complaint. He had previously always been healthy, except 
for occasions! bouts of indigestion. Three sisters and a 
brother had “ goitre.”” One of the sisters had died from 
Graves’s disease; one still had Graves’s disease, for which 
thyroidcctomy had been performed; the other two had 
“large goitres with no symptoms.” 

The patient had difficulty in moving the right eye upwards 
and outwards, and there was a ptosis of the right lid. Exoph- 
thalmos of the right eye was somewhat masked by the ptosis 
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(figs. 1 and 2). Fundi, media, and fields of vision were 
normal. No abnormality of the central nervous system was 
discovered ; there was no enlargement of the thyroid gland 
or other sign of thyrotoxicosis ; the heart was normal in size, 
position, rate, and rhythm; blood-pressure 150/90. The 
blood-picture was normal. Radiography of the skull and 
right optic foramen revealed no abnormality. Electro- 
cardiogram normal; Wassermann reaction negative. 

Four weeks later the right eye remained unaltered (fig. 3), 
but signs of severe thyrotoxicosis had developed. He had 
diarrhcea and presented a picture of extreme nervous tension. 
He had lost over a stone in weight, and was apt to be lachry- 
mose. The skin was warm and moist; there were tachy- 
eardia and tremor of the hands. No enlargement of the 
thyroid gland could be detected. 

During observation in hospital for ten days he continued 
to waste rapidly. The basal metabolic rate was plus 36%. 


EXOPHTHALMIC 
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a paralysis not of individual ocular muscles but of 
movements of the eye in a particular plane ; it is not 
due to a lesion of the nervous paths but is merely a 
mechanical effect of the exophthalmos. 

Etiology.— Observations during operations, patho- 
logical studies, and the results of experiments on animals 
have shown that the ophthalmoplegia is caused by a 
rise of pressure within the cone formed by the globe and 
the external ocular muscles and fascia. At first the rise 
of pressure interferes with movement mechanically ; 
next oedema and cellular infiltration develop in the 
orbital tissues, leading to an increase in volume of 
the orbital contents followed by degeneration of 
muscles. Thus, clinically it has been found that the 
ophthalmoplegia is closely linked with, and in general 
proportion to, the exophthalmos: when exophthalmos 
is unilateral, so is the ophthalmoplegia ; the ophthalmo- 


Fiaes. 1 and 2—Ophthalmoplegia and slight exophthalmos of right 
eye of three months’ duration. 


Fie, 4—A month after thyroidectomy. 


Subtotal thyroidectomy was performed, from which he made 
a good recovery. Sections of the gland removed at operation 
showed a lymphoplastic parenchyma, with diminution of 
interlobular collagen. Some of the acini contained colloid, 
but on the whole they were small, sinuous, and lined with 
cubical epithelium. 

Six weeks later the patient had lost all signs of thyro- 
toxicosis. His weight had increased by a stone; his pulse- 
rate had fallen to normal; he had lost his tremor and felt 
well. The exophthalmos of the right eye had increased 
considerably, however (fig. 4). There was cedema of the lower 
part of the conjunctival sac ; the eye was almost immobile, 
and there was some superficial ulceration of the cornea, which 
responded to local treatment. Deep X-ray irradiation of 
the pituitary fossa was carried out, but nine months later the 
eye and the general condition remained unchanged. 


COMMENTS 

The chief interest of this case is the relatively long 
duration of the ophthalmoplegia before the onset of 
severe exophthalmos. It seems to be established that 
in this condition the deranged mobility of the eye is a 
direct consequence of the exophthalmos. In this case, 
however, ophthalmoplegia was present when the exoph- 
thalmos was slight and developing slowly. The second 
point of interest was the necessity of having to perform 
subtotal thyroidectomy because of the patient’s general 
condition, thereby running the risk of increasing the 
symptom for which the patient sought relief—an event 
which actually took place. To appreciate the significance 
of these two points it is necessary to have some knowledge 
of the nature of the disease. 

The recognition of exophthalmic ophthalmoplegia 
as a separate entity is due in large part to Brain 
(1936). 

Nature and course.—The onset in the spontaneous 
cases is usually subacute, and often one eye only, most 
commonly the right, is affected. Itis rare for the patient 
to have general symptoms of thyrotoxicosis before the 
ocular symptoms arise; occasionally, however, the 
disease appears as a complication of established Graves’s 
disease. Often exophthalmic ophthalmoplegia supervenes 
in persons who have had a total or a subtotal thyroid- 
ectomy, when the basal metabolic rate may be below 
normal and the patient in the hypothyroid state. It is 


Fic. 3—A month later. Signs of thyrotoxicosis had developed, but 
the eye was unaltered. 
Fie. 5—Nine months later. 


plegia is more severe in the more protruding eye. That 
ophthalmoplegia is not the rule in exophthalmic hyper- 
thyroidism is believed to be due to the fact that the 
exophthalmos is neither so great nor so rapidly produced 
in that disease as in exophthalmic ophthalmoplegia. In 
the case reported above, however, the ophthalmoplegia 
was present for at least three months while the 
exophthalmos was slight and non-progressive. 

Treatment of the condition is known to be ineffective, 
and thyroidectomy makes no difference to either the 
exophthalmos or the ophthalmoplegia. Indeed, the 
exophthalmos often appears as a sequel to thyroidectomy. 
As a rule it progresses to its maximum and then remains 
stationary for life. Decompression of the orbit by removal 
of its roof, provided that it is done before permanent 
structural changes have arisen, is the only palliative 
measure that has met with success (Naffziger and Jones 
1932). In the case under review it became necessary 
to perform thyroidectomy when thyrotoxicosis super- 
vened, notwithstanding the probability that it would 
increase the ocular symptoms. Moreover, at one time, 
when the exophthalmos was progressing rapidly, the 
cornea had become severely ulcerated, and it seemed 
that the eye might have to be enucleated. This would 
have been an even greater risk, because cases have been 
reported in which the second eye has become affected 
at a later date. 

EXOPHTHALMIC OPHTHALMOPLEGIA AS A CLINICAL 

ENTITY 

Exophthalmic ophthalmoplegia has been regarded in 
the past either as an unusual complication of exoph- 
thalmic goitre or as evidence of the »ssociation of myas- 
thenia gravis with thyrotoxicos =, a not uncommon 
event. That both these views are .ncorrect is shown by 
the following established facts :— 

(1) Exophthalmic goitre is a disease of early adult life ; 
the proportion of females to males affected is 9 to 1, and the 
maximal incidence is below the age of 40. Exophthalmic 
ophthalmoplegia is a disease of middle age; males pre- 
ponderate, and the age of maximal incidence is over 40. 

(2) In Graves’s disease thyrotoxicosis is an essential 
disorder of function; in exophthalmic ophthalmoplegia 
thyrotoxicosis plays no essential part. Thyrotoxic symptoms, 
if present, are usually slight ; and exophthalmos cannot now 
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be regarded as primarily a symptom of thyrotoxicosis. In 
an important group the syndrome develops as a sequel to 
thyroidectomy, and then thyrotoxicosis may be altogether 
absent, the basal metabolic rate being normal or subnormal. 
Thyroidectomy has little or no influence on the main symp- 
toms of exophthalmic ophthalmoplegia, in contrast to those 
of exophthalmic goitre. 

(3) Exophthalmic ophthalmoplegia differs from myasthenia 
gravis complicating thyrotoxicosis in that the paralysis is 
nearly always limited to the ocular muscles ; the characteristic 
fatigability of myasthenia gravis is absent; there is no 
variability of symptoms and no typically downhill course ; 
and there is no response to prostigmin. 


PATHOGENESIS OF EXOPHTHALMOS 

It seems to be well established that the immediate 
cause of exophthalmos is a rise of tension within 
the cone of external orbital muscles, followed by 
cedema and cellular infiltration, leading to an. increase 
in volume of the orbital contents. Contrary to general 
belief, this sequence of events can no longer be regarded 
as depending on hyperthyroidism, nor is it due to the 
action of thy roxine. Brain (1936) has shown that 
exophthalmos is only rarely produced by the administra- 
tion of thyroid extract or of thyroxine to man or to 
animals. Again, it is well known that severe thyro- 
toxicosis often develops without exophthalmos—e.g., 
in toxic adenoma. Again, exophthalmos may arise in 
exophthalmic ophthalmoplegia when the patient is in 
the hypothyroid state. 

On the other hand, Friedgood (1934)and Smelser (1937) 
have shown that the injection of thyrotropic hormone of 
the pituitary in intact animals produces thyrotoxicosis 
and exophthalmos; but that exophthalmos is more 
readily produced by this means after the thyroid gland 
has been removed. This does not imply that exoph- 
thalmos is directly due to the action of the thyrotropic 
hormone of the pituitary alone, for there is evidence 
that the administration of this principle in certain 
circumstances rapidly produces a refractory condition of 
the thyroid in which it is no longer sensitive to thyro- 
tropic hormone. Moreover, there is the question of the 
production of antithyrotropic substance during the 
refractory phase, which Anderson and Collip (1934) have 
shown to be the case. Nevertheless, although this 
question has not been settled, it is probable that exoph- 
thalmos depends in some way on the action of the 
thyrotropic hormgne rather than on thyroxine. 


SUMMARY 


A case of exophthalmic ophthalmoplegia is described 
in which the ophthalmoplegia was present for a long time 
before the onset of severe exophthalmos. This tends to 
disprove the idea that the ophthalmoplegia is the result 
of a rapidly produced exophthalmos. 

The reasons for regarding exophthalmic ophthalmo- 
plegia as an entity separate from exophthalmic hyper- 
thyroidism are seen to depend on the higher age-incidence 
and the preponderance of males, and the fact that 
thyrotoxicosis plays no part in the disorder. The latter 
fact is confirmed by the frequent appearance of the 
syndrome after operations and during the hypothyroid 
state ; by the difficulty of producing exophthalmos by 
injections of thyroxine in man and animals; and by 
the fact that thyroidectomy has little or no influence on 
the main symptoms. 

Exophthalmic ophthalmoplegia differs from myas- 
thenia gravis complicating thyrotoxicosis in that the 
paralysis is limited to the ocular muscles, fatiguability 
is absent, and there is no response to prostigmine. 

The rédle of the thyrotropic hormone of the pituitary 
in the production of exophthalmos is discussed in the 
light of injection experiments in animals. Although it 
can be more rapidly produced by this means in animals 
who have had their thyroid gland removed exophthalmos 
cannot be regarded as directly due to the action of this 
hormone alone, because the refractory condition of the 
thyroid gland and the anti-thyrotropic substance of 
Collip and Anderson also play a part. 


My thanks are due to Mr. W. R. Forrester Wood, of 
the Royal Sussex County Hospital, for operating on this 
patient. 


References at foot of next column 
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COMBINED IMMUNISATION WITH 
TETANUS TOXOID AND T.A.B. 


By Ian H. Macrean, M.B. Edin., D.T.M. 
BACTERIOLOGICAL TUTOR TO 8T. MARY’S HOSPITAL, PADDINGTON ; 
AND 


L. B. Horr, M.Se. Lond. 


ASSISTANT BACTERIOLOGIST IN THE INOCULATION DEPARTMENT OF 
THE HOSPITAL 


ACTIVE immunisation against tetanus and the enteric 
fevers by means of tetanus toxoid and T.A.B. vaccine is 
recognised to be effective. Since the beginning of this 
century the established method of immunising against 
typhoid fever has been by two doses of typhoid vaccine 
at an interval of 7-10 days. Some 24 years ago simple 
typhoid vaccine was combined with the paratyphoid 
vaccine in the formula which is generally known as 
T.A.B. Immunisation with two doses of T.A.B. 
vaccine separated by an interval of 7-10 days is almost 
universal throughout the world. 


Ramon and Zoeller (1927) were the first to immunise 
large numbers of human beings with tetanus toxoid, 
although it had been used for some years previously in 
animals. Since then, in man, various systems of dosage 
of tetanus toxoid have been used, but that advocated 
by Boyd (1938), and adopted by the British Army, is 
of two doses separated by an interval of at least 6 weeks. 
Ramon and Zoeller (1927) have shown that if tetanus is 
administered with T.A.B. vaccine the antitoxic response 
to the toxoid is greater than if it is given alone. The 
method used by Ramon (1939) is three doses of the 
vaccine-toxoid mixture with intervals of 2 or 3 weeks 
between doses. 

If thaimmunisation of large numbers could be accom- 
plished by two doses of the combined antigen it would 
have obvious advantages. Our problem was to decide 
whether a satisfactory response to the vaccine and the 
toxoid could be obtained by giving both combined, at 
some interval between 7-10 days (the traditional interval 
for T.A.B. vaccine) and 6 weeks (the recommended 
interval for tetanus toxoid). This necessitated first 
demonstrating that a good antitoxic response could be 
produced to tetanus toxoid when the interval between 
the two doses was less than the usual 6 weeks; from 
preliminary experiments in man we were led to believe 
that an interval of 4 weeks was sufficient. Secondly, it 
had to be established that prolonging the interval between 
the doses of the T.A.B. vaccine from 7 days to 4 weeks 
did not interfere with the well-established immunity 
which is known to result when the interval is 7-10 days. 

Combined T.A.B. vaccine and tetanus toxroid.—We have 
called this combined antigen T.A.B.T. To prepare it, 
T.A.B. vaccine, ten times the normal strength, was 
incorporated into tetanus toxoid in two different pro- 
portions, so that 1 c.cm. of the mixture contained either 
the usual first dose or the usual second dose of T.A.B. 
vaccine, as follows :— 


(2) 
B. typhosus 500 million B. typhosus 1000 million 
B. paratyphosus A 250 oa B. paratyphosus A 500 - 
B. paratyphosus B 250 he B. paratyphosus B 500 pat 
Tetanus toxoid 0-9 c.em Tetanus toxoid .. 0-9 c.cm. 


The population tested consisted almost entirely of 
residents, nurses, students, and laboratory staff of the 
hospital. Some were given tetanus toxoid and T.A.B. 
vaccine separately and some received the combined 
antigen (T.A.B.T.); the intervals between the doses 
were varied, as follows :— 


Tetanus toxoid alone. Two doses of 1 c.cm. at intervals 
(a) of 4 weeks, (6) of 6 weeks between doses. 
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T.A.B. vaccine alone. The usual first and second doses at 
intervals (a) of 1 week, (b) of 4 weeks between doses. 

T.A.B.T. Two doses of 1 c.cm. of the combined vaccine 
at intervals (a) of 4 weeks, (b) of 6 weeks between doses. 


It was impossible to examine the blood of every 
inoculated subject, so from each batch subjects were 
selected who were bled 14 days after the immunisation, 
and their sera were tested for the presence of tetanus 
antitoxin, and for agglutinins to the typhoid bacillus 
and the paratyphoid bacilli A and B. 


RESPONSE TO TETANUS TOXOID 

The response to tetanus toxoid was measured by in- 
jecting into mice mixtures of a test dose of tetanus toxin 
and graded amounts of patient’s serum, taken 14 days 
after the second dose. The results obtained are shown 
in table I. 


TABLE I-—-ANTITOXIC RESPONSE TO TETANUS TOXOID 


: International units per c.cm. of serum 
tion ° | 45 
Z 1-0 | 20 | 5-0 moja | 
Toxoid only:30) 1 20| 3 | 6 | — | 3-00-06 0-94 0-67 
4-weeks 38% 10% | 20% | | | 
interval } 
| | 
Toxoid only: 8 — ee 1:38 0-21 0-93 | 0-84 
6-weeks 50%| 50% 
interval | | | 
T.A.B.T.: |23) — —/ 3 | 8 | 12 | 26-0, 1-4) a5-8 | a 4-5 
4-weeks 13% |35% | 52% b50* b4-2° 
interval } 
T.A.B.T.: | — | —|—| 1 | 58 3-2] 42 | 48 
6-weeks | 80% 20% } 
interval } 


* In this calculation the exceptional result of 26 units was omitted. 


Subjects inoculated with two doses of tetanus toxoid 
at an interval of 4 weeks all developed antitoxin in their 
blood ; the average antitoxic titre was 0-94 unit per 
c.cm., which is in accord with the published results of 
Ramon, Boyd and others. In a few cases, where the 
interval between the doses was 6 weeks instead of a 
month, there was no material difference in the results. 
Those inoculated with two doses of the combined vaccine- 
toxoid mixture (T.A.B.T.), however, showed in their 
serum a much higher titre of antitoxin, and the average 
in the series of those who had two doses at an interval 
of 4 weeks was 5 units perc.cm. The sera of two-thirds 
of those who received two doses of tetanus toxoid alone 
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In a small group the interval between the two doses of 
T.A.B.T. was extended to 6 weeks, but the antitoxic 
response of their sera was substantially the same as that 
for the group which received two doses of T.A.B.T. at 
4-weeks interval; a high degree of immunity was 
attained. There is no necessity to prolong the interval 
to 6 weeks. Among the sera tested there were a small 
number from people who, for some reason or other, had 
only had one dose of the combined antigen, and for whom 
the rest of the immunising course had been by tetanus 
toxoid or T.A.B. vaccine given alone. ‘Twelve of these 
sera were tested and it was found that the average titre 
of antitoxin was 1-8 units per c.cm., which was higher 
than those which had two doses of tetanus toxoid alone, 
but much lower than those which had two doses of the 
combined antigen. 


RESPONSE TO T.A.B. VACCINE 

The test employed to ascertain the response of the 
inoculated individual to the antigens of this vaccine was 
the agglutination reaction. Opinions differ as to the 
value of this reaction as an index of immunity, but there 
is no doubt that it is a measure of the response to an 
antigen, and thus it serves the present purpose. The 
results obtained, which are shown in table 11, show that 
prolongation of the interval between two doses of T.A.B. 
vaccine from 1 to 4 weeks does not alter the degree of 
response to the antigens of the vaccine. We may con- 
clude, therefore, that the immunity conferred by two 
doses (combined with tetanus toxoid) given at 1-month 
interval is as great as that conferred by the usual two 
doses given at the shorter interval of 7-10 days. 


REACTIONS FOLLOWING T.A.B.T. 

The degree of reaction following the administration of 
T.A.B. vaccine is now well known. In the present series 
of inoculations 642 injections of T.A.B. vaccine alone 
were given, and there was only one excessive reaction in 
a subject who subsequently gave clinical evidence of an 
exacerbation of a gall-bladder infection. Out of 482 
injections of tetanus toxoid alone there was only one 
severe reaction, in a person known to be allergic to 
ordinary nutrient broth. He had a rigor within half 
an hour of the second injection, which was promptly 
controlled by the administration of adrenaline. Usually 
there was no discomfort, local or general. 

The number of persons receiving T.A.B.T. was over 
500, and the reactions were, so far as could be judged, 
exactly the same as would have resulted from T.A.B. 
vaccine alone. The addition of tetanus toxoid did 
not in any case appear to increase the reaction. In the 
comparatively few cases (53) who received the second 
dose of T.A.B.T. 6 weeks after the first there were 4 in 
whom the reaction was exceptionally severe. The 


TABLE II—RESPONSE TO T.A.B. VACCINE 
Subjects with no history of enteric fever or inoculation. Inoculation with T.A.B. vaccine. Tested 14 days after second dose 


No. Dilutions of sera giving standard agglutination 
Method of . 
cases Ty. H Ty. O Para. A (H) Para. B (H) 
1/1600 1/800 1/400 1/200 1/100 | 1/1600 | 1/800 1/400 1/200 1/1600 1/800 | 1/400 1/200 

Two doses at 15 10 5 1 10 4 | 2 5 7 1 1 3 4 | 7 
7-days interval 66% 33% 7% 66% 26% 13% 33% 47% 7% 7% 20% 26% | 47% 
Two doses at 15 9 6 3 10 2 3 4 6 2 8 6 1 
28-days interval 60% 40% 20% 66% | 13% 20% 26% 10% 13% 53% 40% 7% ee 


gave a titre of under 1 unit per c.cm., whereas with the 
T.A.B.T. no serum had an antitoxic content of less than 
1 unit per c.cm., and half of them had 5 units or more. 
One exceptional subject reacted to these two doses of 
T.A.B.T. at 4-weeks interval with the production of 
26 units of tetanus antitoxin per c.cm. in his serum. 

These results confirm Ramon’s contention that when 
tetanus toxoid is combined with T.A.B. vaccine the yield 
of antitoxin is higher than when it is given alone, and 
they show also that with only two doses given at a 
shorter interval than usual a very high degree of im- 
munity can be obtained to tetanus—much higher than is 
usually considered necessary to protect against the 
disease. 


numbers are so small that it is impossible to say whether 
the subject had become sensitive to the antigens during 
the longer interval, but this could be brought out in a 
more extended series. If so, it would, of course, be a 
strong indication for shortening the interval between 
doses as far as possible. 


DISCUSSION 

At present the immunisation of communities against 
tetanus and the enteric fevers is of great practical 
importance. Many observers have shown that it can 
be done, but there is no uniform method of achieving 
immunity with a minimum number of injections and in 
a reasonably short space of time. If the recognised 
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intervals are to, three 
at least are required, even if both antigens are combined 
in the first dose, and immunity to tetanus is not reached 
for some 8 weeks after the beginning of the course. 
We have confirmed Kamon’s contention that when 
tetanus toxoid is administered in combination with 
T.A.B. vaccine the antitoxic response is much greater 
than when the toxoid is given alone. Our figures show 
that it is five times as great, and that after two doses 
of the combined antigens (T.A.B.T.) given 4 weeks apart, 
every subject tested had over 1 unit per c.cm. of tetanus 
antitoxin in his serum—a quantity which, as far as we 
know, is much in excess of that required to ensure 
immunity against tetanus. We have shown, also, that 
with injections separated by an interval of 4 weeks the 
immunity response to the antigens of T.A.B. vaccine are 
as good as with the usual interval of 7-10 days. 

Procedure in combined immunisation against tetanus 
and the enteric fevers will vary according to the circum- 
stances. If there is imminent danger of enteric fever, 
then the first inoculation should be of the combined 
vaccine (T.A.B.T.), but in order to obtain immunity 
rapidly to the enteric fevers a second dose of T.A.B. 
should be given after 7-10 days. There would be no harm 
in giving T.A.B.T. as a second dose, since the reaction 
is not greater than with T.A.B. alone, and the immuni- 
sation to the enteric fevers is not diminished by the 
combination of T.A.B. with tetanus toxoid. A third 
injection of tetanus toxoid, however, would have to be 
given at a later date (1 month or more after the first dose) 
to ensure efficient protection against tetanus. If there 
was no imminent danger of typhoid or paratyphoid— 
that is, if there were no outbreaks in the neighbourhood— 
the method of choice would be two inoculations of 
T.A.B.T. at an interval of a month. This would mean 
that 6 weeks after the first dose the individual would 
have a good immunity to both diseases, and would 
only need two inoculations. In these days the risk of 
tetanus after wounds is always imminent. When the 
tetanus toxoid is combined with T.A.B. vaccine, an 
interval of not more than 4 weeks is necessary to get full 
immunity. 

In the absence of an enteric outbreak we recommend 
a ng two doses of T.A.B.T. at l-month interval, the 

t dose including the usual first dose of T.A.B. and the 
second the usual second dose of T.A.B., each incor- 
porated with 0-9 c.cm. of tetanus toxoid. It is cus- 
tomary to revive the immunity of an inoculated person 
to the enteric fevers by giving a dose of T.A.B. vaccine 
each year he remains exposed to the disease. By giving 
a full dose of T.A.B.T. instead of only T.A.B. vaccine we 
can ensure a continued immunity to the enteric fevers ; 
and the repeat, or boosting, dose of tetanus toxoid, 
after this long interval, will help to maintain immunity 
to tetanus, as recommended by Ramon (1939). 


SUMMARY 


We wished to immunise men simultaneously against 
tetanus and the enteric fevers, with the minimum number 
of inoculations, and found that the simplest effective 
method was to give two doses of the combined antigens 
(T.A.B.T.) at an interval of 4 weeks. 

The response to the antigens of the T.A.B. vaccine was 
as good as if these were administered at the usual short 
interval of 1 week. 

The amount of tetanus antitoxin in the serum of the 
immunised man was over five times as great as it was in 
those who had two doses of tetanus toxoid alone at 
intervals of 4 or 6 weeks. Every subject tested who 
had been immunised with two doses of T.A.B.T. at 
4-weeks interval had an antitoxic titre of over 1 unit 
of antitoxin per c.cm. in his serum, which is much 
higher than that which is accepted as an immunising level 
against tetanus. In 50% the antitoxic titre rose to 
5 units or more per c.cm., whichis many times higher 
than would be reached by the usual prophylactic dose of 
tetanus antitoxin. 

The reaction to the combined antigens (T.A.B.T.) 
was no greater than to the T.A.B. vaccine alone. 
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TRAUMATIC RUPTURE OF THE 
INFRAPATELLAR TENDON 


RESULTS OF REPAIR BY FASCIAL SUTURE 


By W. A. CocHRANE, M.B. Edin., F.R.C.S.E. 
SURGEON IN CHARGE, PRINCESS MARGARET ROSE HOSPITAL, FAIR- 
MILEHEAD ; ASSOCIATE ASSISTANT SURGEON IN ORTHOP ZDIO 
SURGERY, ROYAL INFIRMARY, EDINBURGH 


TRAUMATIC rupture of the infrapatellar tendon is 
described as taking place usually at its upper or its 
lower attachment. In the two cases with which I have 
had to deal the rupture took place in the middle of the 
tendon. The ends were so frayed out, like a shaving- 
brush, that there seemed to be no possibility of suture by 
the ordinary methods of stitching. The cases were 
treated by fascial suturing forthwith and are presented to 
indicate the excellence of the results thus obtainable. 


CASE-RECORDS 


CasE 1.—A stout woman, aged 65, slipped when stepping off 
a tramcar on Jan. 6, 1939. There was a painful snapping 
sensation across the front of the knee, and she was unable to 
rise from the ground. Great swelling of the knee developed 
and all power of active extension was lost. A gap was 
palpable at the site of the ruptured infrapatellar tendon and 
the patella displaced upwards. 

At operation on Jan. 12, 1939, the affected area was exposed 
through a semicircular horizontal incision. The joint was 
full of blood-clot, there were transverse rents in the lateral 
quadriceps expansions, and the infrapatellar tendon was 
found completely torn across at its middle. The ends were 
too frayed to be sutured. The blood-clot was removed. Two 
thin strips of fascia lata, 10 in. long and } in. wide, were cut 
with a fasciotome, an instrument rather like a Mayo vein 
stripper, provided with a ring knife at the end, which is con- 
trolled with a screw in the handle. It avoids the need for long 
incisions in the thigh to obtain fascial strips. The fascial 
needle, armed with the fascia, was passed through a tunnel 
bored transversely through the lower border of the patella 
and similarly through the bone and periosteum at the tibial 
tubercle. A second suture was employed and a good grip, 
without tension, obtained in the extended position of the 
knee. The frayed ends of the tendon were left in contact. 
The torn quadriceps expansions, which had given way 
transversely at the same level as the ruptured infrapatellar 
tendon, were sutured with six interrupted sutures of twenty- 
day No. 2 tanned catgut, three on each side. After closure a 
plaster casing was applied from the toes to the groin, with the 
knee immobilised in a position just short of complete extension, 
this position being preferable to fixation in complete extension 
for the restoration of movement later. The lower end of the 
bed was raised on blocks for a few days. 

From the beginning of the postoperative period the function 
of the quadriceps muscle was promoted by the surgeon lifting 
the limb off the bed three times twice daily and requesting the 
patient to try to assist the movement. Ten days after the 
operation the patient was instructed in daily contractions of 
the quadriceps muscle as it lay in the plaster. The dressings 
remained unchanged for three weeks, and healing was com- 
plete. Massage and movements were not begun for six 
weeks after the operation, and massage of the site of the 
operation was avoided. The patient made excellent progress 
and now has a strong useful limb. She practised quadriceps 
drill well. There is good substance and tone in the muscles 
of the thigh, full movements of the knee have returned, and 
the patella is back in its normal position. To inspection and 
palpation it is obvious that there has been complete repair 
and restoration of the infrapatellartendon. Re-education in 
walking was supervised, so that she does not require a stick ; 
she leads an active life and walks without a limp. 


CasE 2.—A labourer, aged 34, slipped while lifting a cask off 
a lorry on March 2, 1932, and tore the tendon. The clinical 
features and the conditions observed at operation were similar 
to those in case 1, and the treatment was the same. He 
returned to full work four months after the accident and has 
never been off his work since. He now has a perfect limb in 
every respect. 


Fascial sutures are not absorbed easily. 


The tissues 
tend to expel the invaders in the beginning. i 


It is wise, 
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therefore, to be sparing in their use. The temptation is 
to use too many strips, or strips that are too thick. In 
the after-treatment strict fixation of the part and non- 
interference with the wound for at least three weeks are 
practised. Massage and movement should not be 
started before six weeks has elapsed. If the stitches are 
taken out too soon and too much liberty permitted, and if 
massage and movements are begun too soon, the wound 
is apt to break down, and a tedious convalescence, from 
sloughing of the fascia, may follow. Unfortunate results 
from fascial suturing which have come under my notice 
have been due to failure to observe these points. Failure 
may result from infection due to operating before scratches 
and blisters caused by the trauma having healed pro- 
perly. Very occasionally, late postoperative infection 
and sloughing of fascia may follow the onset of pneu- 
monia in elderly people. 


SUMMARY 

Two cases of traumatic rupture of the infrapatellar 
tendon treated by fascial suture are reported. In both 
cases power and full movement were restored to the limb. 

Fascial sutures are not easily absorbed, and therefore 
should be few and thin. To minimise the danger of 
infection and sloughing, operation should not be under- 
taken until skin abrasions have healed, and massage and 
movement should be postponed until six weeks after 
operation. 


H2ZMORRHAGIC THROMBOCYTHAMIA 


By James Rerp, M.B. Glasg. 
MCCUNN RESEARCH SCHOLAR, UNIVERSITY OF GLASGOW 


(From the Gardiner Institute of Medicine in the University) 


Curonic bleeding associated with a decreased number 
of circulating blood-platelets is well known under the 
term * thrombocytopenic purpura.”’ There is, however, 
a rare hemorrhagic disorder associated with an increased 
number of circulating blood-platelets. An example of it 
is described here, and the name ** hwemorrhagic thrombo- 
cythemia ” is proposed. 


CASE-RECORD 


A woman, aged 71, developed lobar pneumonia in January, 
1940, with signs of consolidation at the right base. She 
rapidly improved after adequate treatment with sulpha- 
pyridine and was afebrile from the eighth to the fourteenth 
day. On the fifteenth day fever recurred and pain and 
tenderness appeared in the left buttock and behind. the left 
knee ; oedema of the left ankle developed later. Thrombosis 
in the deep veins of the left thigh was diagnosed. 

The patient was kept in bed, and in the sixth week of her 
illness a small hematoma, about the size of an almond, 
appeared above the right wrist, surrounded by bruised skin, 
without any history of injury. She then said that for the 
past eight years numerous hematomata, varying in size from 
that of an almond to that of an orange, had arisen in different 
parts of her body, occasionally spontaneously, but more 
commonly after injury. Moreover she had a tendency to 
prolonged bleeding after minor accidents, such as cutting a 
finger, or after extraction of a tooth. She had also had 
“anemia and rheumatism in adolescence ’’; at 39 she had 
had a serious febrile illness lasting ten weeks: and at 40 
she had had her uterus removed. One of her brothers had 
died of lymphatic leukemia in his 68th year. 

The patient showed little abnormality apart from a sallow 
complexion, a red smooth tongue, and a palpable spleen, but 
only while she had fever. Blood-pressure 160/100; signs of 
arteriosclerosis, hypertrophy of the heart, slight albuminuria, 
and diminished renal function. Wassermann reaction 
negative ; gastric contents withdrawn an hour after a gruel 
meal contained 0-2% of free hydrochloric acid, total acidity 
being 0-29°%,. 

Blood-counts.—Details of complete blood examinations 
carried out on six occasions in six months are shown in table 1. 
Hemoglobin 80-88%, (Sahli); red cells 4-76—5-05 million per 
e.mm.; and white cells 14,000-18,000 per c.mm. Stained 


films showed polychromasia, a slight anisocytosis, and a few 
poikilocytes. 


The increase in the leucocytes was principally 
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TABLE I-—-BLOOD EXAMINATIONS 


Date “2 $2  Polymorphs 
Jan. 10 13-6 5-02 14,000 84-0 1-0 10 96 4:1 0-2 |1-730 
(80% 
17/380) .. 81-0 0-8 0-4 12-1 5:3 0-2 | 3-060 
Feb. 13 40-0 13-6 4-76 14,800 < 79:5 > 15-0 5-3_ 0-2 3-800 
(80%) 
» 20 39-0 14-1 4-58 18,000 1-6 1-0 15-0 2-0 | 0-2 | 3-640 
(83%) 
» 28 14-9 4-98 14,500 81-6 — 2-0 12-4 3-8 | 0-2 | 3-630 
(88%) | 


June25 51-0 14-4 
(85%) 


2-4 3-4 10-2 4-0 2-160 


5-05 16,000 81-6 


due to a neutrophil polymorph leucocytosis, and most of the 
white cells were mature, though a few myelocytes were present. 
The mean diameter of the red cells was 7-1 «, but the diameter 
varied more than normal (Jones 1933). 

The outstanding finding was the great increase in the 
number of circulating blood-platelets (fig. 1). Platelet counts, 
carried out by my modification * of Gram’s (1920) method, 
were 1,730,000- 3,800,000 pere.mm. In wet preparations the 
platelets varied much in size and shape. In stained films 
large masses of agglutinated platelets were found, but in 
similar films prepared from citrated venous blood they did not 
clump together and they varied in size from the normal to 
that of a red corpuscle. In the great majority of platelets 
there was no deficiency of granules, but in a few, especially the 
larger platelets, the granules were scanty and finer. 

Bone-marrow.—Sternal puncture was performed on two 
occasions. Eight hours after the second sternal puncture 
capillary hemorrhage started at the site of puncture and con- 
tinued for six hours. The proportion of nucleated cells in the 
aspirated bone-marrow was high on both occasions (for 
differential counts see table 11). There was no evidence of 
any major disturbance in the precursors of the red corpuscles 
or in the polymorph leucocytes, apart from a slight increase 
in the percentage of the more primitive cells of both series. 
The essential abnormality was the extraordinary increase in 
the number of megakaryocytes and platelets (fig. 2). 


TABLE II—BONE-MARROW 

Feb. 28, 1940 
Total cells 

counted = 350 


Jan. 17, 1940 
Total cells 
counted = 750 


Type of cell 


Myeloblast 2-4 2°9 

Young 8-0 
Polymorphs< band 38-0 17-0 
Segmented forms. . 15-2 
Lymphocytes ae 8-4 3-0 
Monocytes ee 10 1-6 
Basophilic 7:3 
Normoblast< Polychromatic 14-4 
Orthochromatic 
Unclassified ee wis 2-1 30 


* Venous blood, 2 c.cm., obtained with a paraffined needle and 
syringe, is added to a small paraftined graduated cylinder containing 
0-5 c.cem. of @ 3-8% solution of sodium citrate. Sufficient time is 
allowed to elapse (4—} hr. when the sedimentation-rate is normal) 
until plasma free from red cells can be taken into a white-cell pipette 
and a 1 20 dilution made with a 2% solution of formalin in physio- 
logical saline. Thorough mixing of the contents of the pipette is 
essential before a counting-chamber is filled ; 15 min. later more 
than 500 platelets are counted with a 1/6 objective and the con- 
denser screwed halfway down. A hematocrit reading of the 
specimen is necessary. 


Calculation.—Number of platelets per c.mm. of blood = 


+ sip) where V = volume of blood; W = volume of sodium 


citrate ; m= number of platelets per c.mm. of diluted plasma ; 
and P = the percentage plasma volume. 
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Numerical expression of the marrow megakaryocytes is of 
necessity only an approximation, but Limarzi and Schleicher 
(1940) give the following figures for ten healthy persons : 
58-8 megakaryocytes per million nucleated cells and 52-2 in 
an 18 mm. square. In the patient described there were 
11,000 megakaryocytes per million nucleated cells and 250 in 
an 18 mm. square. These cells were classified into (1) mega- 
karyoblasts with a finely reticulated nucleus and a strong 
basophilic cytoplasm containing no azurophil granules and 
(2) megakaryocytes with azurophil granules; the latter were 
further subdivided into the following categories :— 

(a) Immature forms with a coarsely reticulated nucleus 
and a fairly strong basophilic cytoplasm containing relatively 
few granules ; 

(6) Mature cells in which the nucleus was coarsely stippled 


showing great 
(3,060,000 per c.mm.) 


film (Leishman’s stain 


nerease 


blood-platelets 
(x 500.) 


and the cytoplasm weakly basophilic and packed with 
azurophil granules ; 

(c) Degenerate forms with a ragged outline, a coarsely 
stippled nucleus, and a relatively small amount of weakly 
basophilic cytoplasm containing few granules. 


On the basis of this classification the differential count of the 
cells of the megakaryocyte series was :— 


Megakaryoblasts. . 11 (4%) 
Megakaryocytes .. ue 241 (91%) 
Immature 31 (12%) 
Mature 150 (56%) 
Degenerate 60 (23%) 
Unclassified 


13 (5%) 


All stages in the development from megakaryoblast to 
degenerate cells were seen. A few cells appeared to contain 
fully developed platelets within the cytoplasm (fig. 3), and 
others seemed to have ingested red cells and leucocytes, but 
the possibility of artificial production of this phenomenon in 
the preparation of the film could not be excluded. A few 
mature megakaryocytes showed vacuolation of the cytoplasm 
and clumping of granules (fig. 4). The shape of the nucleus 
of the megakaryocytes varied ; a few cells had multiple round 
nuclei. In most cells the nucleus had a smooth slightly 
irregular contour and was oval, although in many instances 
it seemed to be composed of small round nuclei massed 
together. 

Other tests.—The bleeding-time (Duke 1915) was a little 
longer than normal on three occasions and was once prolonged 
to 15 min. The capillary-resistance test (Géthlin 1937), the 
coagulation-time (Lee and White method modified), the 
prothrombin index (Quick et al. 1935), and clot retraction were 
all within normal limits. Repeated examination of the blood 
revealed no significant quantitative abnormality in the plasma 
proteins, non-protein nitrogen, cholesterol, chlorides, and 


calcium. The erythrocyte sedimentation-rate (Westergren) 
was normal, 
DIAGNOSIS 


An increase in the number of circulating blood- 
platelets may be found after hemorrhage, parturition, 
and surgical operations, especially splenectomy ; during 
convalescence from acute infections ; in the anemia of 
chronic sepsis, tuberculosis, chronic hemorrhage, and 
malignant disease; in pernicious anemia during a 
remission ; and in polycythemia vera, chronic myeloid 
leukemia, and lymphadenoma. A tendency to hemor- 
rhage in association with a high platelet count has, how- 
ever, only been previously described in polycythemia 
vera (Weber and de 1929) and chronic myeloid leuke- 
mia (Minot and Buckman 1925). Further, in these 


Fig. 2—Bone-marrow film from sternal puncture (Leishman’s 


stain) showing increased number of megakaryocytes and a 
mass of blood-platelets. Normally a megakaryocyte is only 
seen after search in many fields. (x 100.) 


conditions the increased platelet count is temporary and 
generally moderate. It may be regarded as a thrombo- 
cytosis, with the same implication for platelets as 
leucocytosis has for white cells. The name ‘ thrombo- 
cythzemia ”’ is best reserved for a ‘‘ permanent ”’ increase 
in the number of circulating blood-platelets, usually 
severe and the outstanding abnormal finding. Therefore 
it seems justifiable to consider the condition described 
as a new entity because of the duration of the disease, the 
extremely high platelet count associated with a tendency 
to hemorrhage and thrombosis in the absence of signs of 
polycythemia vera or of myeloid leukemia in the blood 
and bone-marrow. The term ‘‘ hemorrhagic thrombo- 
cythemia,”’ as first applied by Epstein and Goedel 
(1934), is suggested because it focuses attention on the 
clinical manifestations without implying any knowledge 
of zwtiology. 
SIMILAR CASES 


Five published reports have been found which describe 
conditions resembling the present case in their clinical 
and hematological manifestations. 


Epstein and Kretz (1930) and Epstein and Goedel (1934) 
published the record of an elderly man who had a tendency 
to hemorrhage and thrombosis associated with a high platelet 
count (1-2—2-2 million per c.mm.). The course of the disease 
was followed for four years, when the patient died. At 
autopsy extreme atrophy of the spleen (weight 7 g.), arterio- 
sclerosis, and an increase in the number of megakaryocytes in 
the bone-marrow were found. Hemorrhagic thrombo- 
cythemia was diagnosed. 

Drake (1936) described a hemorrhagic disorder associated 
with a high platelet count (1-0-2-58 million per c.mm.) in & 
woman, aged 65, with slight cardiac decompensation. The 
spleen and liver were just palpable. There was no anemia, 
but the leucocyte count was moderately increased. Normo- 
blasts, a few myeloblasts, myelocytes, and megakaryocytes 
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were present in the blood. Myeloid leukemia was diagnosed 
because of the increased white-cell count, the presence of 
immature leucocytes in the blood, and the enlargement of 
liver and spleen. 

This evidence, howe ver, is considered to be inconclusive 
in the absence of proof of leukewmic infiltration of organs, 
for a similar blood-picture may be met with in leuco- 
erythroblastosis (Vaughan 1936, McMichael and McNee 
1936), myeloid megakaryocytic hepatosplenomegaly 
(Downey and Nordland 1939), and in phases of hemor- 
rhagic thrombocythemia (Uotila 1938). In view of these 
facts and the similarity of the clinical manifestations the 
patient has been included in the hamorrhagic-thrombo- 
cythemia group. 

Uotila (1938) reported a condition essentially similar to that 
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(2) Bianchi (1921), Dubinskaja (1928), Downey, Palmer, 
and Powell (1930), Gaudier and Houcke (1930), Favre et al. 
(1934) dealing with a somewhat similar condition regarded it 
as an aleukemic megakaryocytic myelosis ; but, as was later 
pointed out by Downey and Nordland (1939), organs other 
than liver and spleen were not examined for myeloid infiltra- 
tion in certain cases of this group. 

(3) Complete myelosis of di Guglielmo (1920), in which red 
cells, white cells, and megakaryocytes were considered to be 
involved in a leukemic process. 


It is probable that these conditions are all closely 


related. Hemorrhagic thrombocythemia and myeloid 
megakaryocytic hepatosplenomegaly have much in 


common. In th a chronic disorder of hemopoiesis, 
chiefly involving the megakaryocytes, affects elderly 


Fic. 3—Bone-marrow film from sternal puncture (Leish- 
man’s stain) showing mature megakaryocyte with some 
fully formed platelets within the cytoplasm. (x 500.) 


described by Epstein, Kretz and Goedel. A platelet count of 
5 million per c.mm. was found on one occasion. Sternal 
puncture revealed a great increase in the number of mega- 
karyocytes in the bone-marrow. 

Rowlands and Vaizey (1938) described two patients with a 
tendency to hemorrhage and thrombosis associated with an 
increased platelet count (0:5-1:7 million per c.mm.). One 
patient suffered from idiopathic steatorrhcea, and, since 
prothrombin estimations were not carried out, it is impossible 
to say what part a deficiency of prothrombin played in the 
production of hemorrhage. In neither of these cases nor in 
that of Drake was sternal puncture carried out. 


COMMENTS 


The common signs and symptoms of the syndrome are 
a tendency to hemorrhage and thrombosis associated 
with arteriosclerosis, great increase in the number 
of circulating blood-platelets, moderate leucocytosis, 
polychromasia, anisocytosis, and poikilocytosis, with or 
without anemia, and great increase in the number of 
megakaryocytes in the bone-marrow. 

Other disorders of the haemopoietic tissues which 
involve platelets and their precursors are :— 


(1) Emile-Weil et al. (1933, 1936), Downey and Nordland 
(1939), Tudhope (1937), and Hewer (1937) refer to moderate 
enlargement of the liver and gross splenomegaly due to 
myeloid transformation. Multiple growths of hemopoietic 
tissue, containing numerous megakaryocytes, were found 
throughout the spleen. There was no myeloid infiltration of 
other organs ; hence a leukemic process was ruled out. The 
blood-picture was that of hypochromic anewemia or leuco- 
erythroblastosis, and the platelet count was normal or 
subnormal. The term “ myeloid megakaryocytic hepato- 
splenomegaly ’’ was applied to the condition, and chronic 
intoxication (tuberculosis or chronic infection) was considered 
by Emile-Weil to be the causal agent. 


Fic. 4 — Bone-marrow film from sternal puncture (Leish- 
man’s stain) showing mature megakaryocyte with con- 
densation of granules, ¢ Early stage in formation of 
platelets. (x 500.) 


persons. The hyperplasia of megakaryocytes affects the 
spleen in the one, the bone-marrow in the other. The 
different clinical manifestations may be explained on this 
ground. In hemorrhagic thrombocythemia the essen- 
tial symptoms are those of thrombosis and haemorrhage, 
presumably due to the thrombocythemia. In hepato- 
nee the symptoms are mainly attributable to 
the great enlargement of the spleen. Though there is a 
hyperplasia of megakaryocytes in the spleen, there is no 
increase in the number of circulating blood-platelets. 

Epstein and Goedel (1934) and Uotila (1938) consider 
that disease of the spleen is the essential factor in the 
causation of hemorrhagic thrombocythemia. They base 
this conclusion on the extreme splenic atrophy found at 
autopsy in the one case and regard the blood-picture 
of erythrocytosis, anisocytosis, Howell-Jolly dies, 
leucocytosis, and high platelet count as identical with 
that found after splenectomy. They favour the hypo- 
thesis of Hirschfeld and Lauda (1937) that the spleen 
secretes a hormone regulating and restraining the activity 
of the bone-marrow, and they suggest that splenic 
dysfunction is the most important pathogenic factor. 
The existence of such a substance in the spleen has not 
yet been proved. A stronger argument in favour of 
splenic dysfunction being an essential factor in the pro- 
duction of hemorrhagic thrombocythemia is afforded 
by the work of Rosenthal (1925), who described patients 
having “splenic anemia ’’ with a normal or a slightly 
subnormal platelet count and no hemorrhagic disorder 
before operation, in whom a permanent thrombo- 
cythemia, associated with a tendency to thrombosis and 
hemorrhage, developed after splenectomy. 


SUMMARY 


(Ll) Asyndrome has been described for which the term 
‘hemorrhagic thrombocythemia ’’ seems suitable. 
(2) The disease is chronic and affects elderly patients. 
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(3) There is no suggestion that either heredity or 
defective diet plays any part in its causation. 

(4) A tendency to hemorrhage is a characteristic 
feature, but the manifestations are variable. Hemor- 
rhage from the gums, hematomata (with or without 
injury), and bruising of the skin may be found together 
or separately. Small hemorrhages (petechiw) are not 
a feature. 

(5) Thrombosis of the larger veins of the leg, the 
splenic vein, mesenteric vessels, and vessels of the toe, 
leading to gangrene, developed in different patients. 

(6) The bleeding-time was occasionally normal but 
usually prolonged. The coagulation-time was normal. 

(7) Arteriosclerosis was present in five of the six 
patients. 

(8) Three patients had slight splenomegaly, but one of 
these only during fever. In one of the others splenic 
atrophy was found at autopsy. 

(9) Glossitis was present in three cases. 

(10) Gastric analysis revealed that free hydrochloric 
acid was absent in two cases and present in two. 

(11) The red cells numbered 2-73 to 7:25 million per 
c.mm. A hypochromic anemia was present at some time 
in three patients. Polychromasia, anisocytosis, poikilo- 
cytosis, and normoblasts were found in four, and 
Howell-Jolly bodies in two patients. 

(12) The leucocyte count was alwaysincreased (12 ,000— 
43,000 per c.mm.) owing mainly to a neutrophil poly- 
morph leucocytosis and occasionally to a monocytosis and 
eosinophilia. A few myelocytes were found in the blood 
in three patients. A few myeloblasts, myelocytes, and 
megakaryocytes were found in one. 

(13) The number of circulating blood-platelets was 
much increased. Counts over 1-5 million per c.mm. were 
common. Extreme variation in size and shape was 
found. 

(14) The bone-marrow examined in two patients by 
sternal puncture showed evidence of increased erythro- 
poiesis and granulopoiesis, but the excessive number of 
platelets and megakaryocytes was the outstanding 
abnormality. In a third case little can be said of the 
bone-marrow because of post-mortem change, except 
that there was an increase in the number of megakaryo- 
cytes. 


I wish to thank Sir Robert Muir and Prof. J. W. McNee for 
advice and criticism in the preparation of this paper, and 
Mr. J. Kirkpatrick, of the pathology department in the 
University of Glasgow, for care in the preparation of photo- 
micrographs. 
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EFFECT OF SMOKE ON BACTERIA IN 
THE AIR 


By C. C. Twort, M.D. Aberd., AND 
A. H. BAKER 
PORTSLADE RESEARCH LABORATORIES, SUSSEX 


In the course of our investigations on germicidal 
aerosols we examined the possibility of interference with 
the activity of the germicide mists by different kinds of 
smoke, more especially tobacco smoke; such smokes 
may consist of solid or liquid particles or both. In the 
first experiment S*NaOH * was utilised as the germicidal 
aerosal, exhaled cigarette smoke as the smoke and a 
broth emulsion of Escherichia coli for producing the 
bacterial suspension. It was found that the smoke 
exhaled from an ordinary cigarette completely annulled 
the activity of the germicide which was in a concentration 
sufficient, in the absence of smoke, to kill 50% of the 
test organism in 5 min. and 100% inl5min. Thesmoke 
in the control chamber where there was no S*?NaOH had 
no apparent effect on the bacteria. 


The experiment was repeated with the smoke from a 
known weight of cardboard damped with a 2% solution 
of potassium nitrate and dried. Here the effect of the 
smoke on the activity of the germicidal aerosol could not 
be demonstrated because this smoke, unlike tobacco, 
proved to be highly lethal to FL. coli. The atmosphere of 
the control chamber containing none of the S*NaOH 
germicide was completely sterilised within 5 min. by the 
smoke in a concentration of 1 g. in 10 cu. m. of air. . This 
was an astonishing result and it suggested that the 
experiments with tobacco required repetition. LE. coli, 
however, is not asuitable test organism for air-disinfection 
experiments ; the two smokes were therefore tried with 
a standard test organism—the ‘‘ F’’ coccus.t Against 
this coccus the cardboard smoke did not give quite such 
good results as against F. coli. On the other hand, 
tobacco heated on a hot plate instead of being smoked as 
a cigarette gave a definite kill of the F coccus. 

The lethal effect of some other kinds of smoke was then 
tested, the materials used to produce smoke being gear- 
grease heated on an electric plate, cotton-wool, and oak 
and yang shavings damped with the potassium nitrate 
solution and subsequently dried. These also proved to 
be lethal to the F coccus, and to find out their relative 
activity various concentrations were used. Table I 
shows the percentage of surviving F cocci in the smoke 
chamber after exposure to the various smokes for differ- 
ent periods, compared with the percentage surviving in 
the control chamber. The smoke concentrations are 
expressed as the number of cubic metres of air which 
contain 1 g. of smoke. The weight of material smoul- 
dered is reckoned, in this equation, as being completely 
used up. 


EFFECT ON SALIVARY ORGANISMS 


It appears from these results that concentrations of 
smoke lower than l!g. in 60 cu. m. of air have little bacteri- 
cidal activity on the F coccus. It seemed, therefore, that 
this type of germicidal aerosol would probably not be 
of service in controlling air-borne infections. However, 
we were subsequently able to demonstrate that the 
smokes had a considerable lethal effect on the normal 
flora of atomised saliva and this we take to indicate that 
they would also affect pathogens emanating from the 
oral, nasal and respiratory passages. The percentages 
of survivors of salivary flora after exposure to five 
smokes are shown in table 1. 

It is noteworthy that the salivary organisms showed 
little resistance to the smokes compared with the broth 
emulsions of the F coccus, though we had previously 
found the F coccus to be much the more vulnerable of the 
two to germicidal aerosols and ultraviolet light. The 
minimum concentration of smoke to show an effect 


* 10% hexyl-resorcinol in propylene-glycol. For the composition 
of this germicide and our standard technique for air-disinfection 
experiments see Twort, C. C., Baker, A. H., Finn, S. R. and 
Powell, E. C. J. Hyg., Camb, 1940, 40, 298. 

TA ee white gram-positive micrococcus. See Twort 
et al. 0. 
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TABLE I-—PERCENTAGE OF SURVIVORS OF ATOMISED F COCCI EXPOSED TO SMOKES 


[Nov. 9, 1940 


Ou. metres of Cardboard Tobacco Cotton-wool } Oak Yang 
: 5 15 30 5 15 30 5 15 30; 5 15 30 5 15 30 5 15 30 
1 g. of smoke min. min. min. min. min min. 
10 0 0 0 44 0 0 55 0 0o|— aos <= 0 0 44 14 0 
15 75 0 0 30 0 0 34 0 0|— - — 3 0-9 0 —_-_ —_—_ — 
30 91 0 0 | 28:6. 1-3 0 37 0-3 0| 93 .. 62 1-3 86 36 88 83 41 
60 91 .. 82 2 - _ ~ 7 55 83 ..110 1-9 | 127 89 1-6 NK NK NK 
| 
NK = No kill. 


on the salivary flora was only a tenth the amount re- 
quired to affect the F coccus. We also found that balsams 
are effective aerial disinfectants, so that the practice of 
burning incense during religious ceremonial has a 
rational basis. 

We have adopted the procedure used in our previous 
experiments on air disinfection of taking the mean 
percentage of survivors over the whole period of the 
experiment, and then reducing the results to a standard 
based on a smoke concentration of 1 g. in 10 cu m. of 
air. Table 01 is computed on this plan. 

This table shows the remarkable sensitivity of the 
flora of the saliva to the smokes. With the exception 
of gear-grease, tobacco appears likely to be least effective 
in controlling aerial infections. We also examined the 
possibility that smokes falling on the plates might 
prevent the growth of organisms but found that media 
exposed to the smokes for up to 35 min. retained their 
nutrient qualities unimpaired. 


SMOKE CONCENTRATION 


The concentrations given in the tables are reckoned 
from the actual amount of materials ignited, no allowance 
being made for unburnt carbon, residual ash, or for any 
portion given off as carbon dioxide or vapour which 
would, presumably, play no appreciable part in the 
disinfecting process. But it was, of course, necessary to 
assess the actual amount of material in the air responsible 
for the lethal effect on the bacteria ; the residues were 
therefore weighed and estimations were made of the 
particulate matter in the air under test. It was found 
that the unburnt residues were from 6°-30% and the 
particulate matter recovered from the air was from 2%- 
35% of the crude material heated. Space forbids our 
discussing the factors responsible for the smallness of the 
latter figures. 

From these estimations it seemed that the concentra- 
tion of active material as smoke in our test atmospheres 
was probably only about a quarter of that given in the 
tables. Presumably, the major portion of the crude 
material being tested passes into the air as carbon 
dioxide and vapour. 

The smoke obtained from incense has a high lethal 
effect in low concentrations on salivary organisms. If 
the concentrations of smoke in the air are truly repre- 
sented by } of the crude material used, then with 1 g. of 
smoke in 160 cu. m. of air 95% of the salivary organisms 
are killed in 5 min., and there is sterility within 15 min. ; 
in a concentration of about 1 part in 500 million of 
air, 95% are killed in 15 min., and there is sterility within 
half an hour. Further, at a concentration of 1 in 2500 
million there is still evidence of a definite effect on the 


Cu. m. of air Cardboard Cigarette 
containing 
smoke 5 15 30 5 15 30 5 
min. | min. 
15 66 .. 03.. 14 oe 38 
30 42. 14. 0-3 46 15 9 45 
60 6-7 .. -- 
120 43°3 ..18°6 . 1-3 - 
300 70-5 .. 10-4 - - - 
600 40 4: 


.. 35 — - — 


3000 


number of living organisms in the air, there being a 50% 
kill even in 5 min., while at still lower dilutions some 
effect may be noted after half an hour of contact. 


The origin of incense seems to vary ; gum olibanum should, 
apparently, always be one of the constituents, perhaps mixed 
with styrax, benzoin and cascarilla bark (Croton eluteria) 
but one theological authority states (1868) that incense used 
in his day was usually a product of Pinus norvegicus. We 


‘have so far found toluol to be the best solvent for incense, 


dissolving approximately 70% of our sample. The toluol- 
soluble portion leaves only a 6% residue after smouldering on 
the plate. We expected this portion to give a more active 
smoke than crude incense, but tested against the flora of the 
saliva there was no indication that this was so. 


TABLE III—MEAN PERCENTAGE OF SURVIVORS DURING 30 MIN. 
EXPOSURE TO A SMOKE CONCENTRATION OF 1 G. IN 10 CU. M. 
OF AIR 
Test organisms 
Smoke | 
enterit. 

| (Liverpool) | ¥ coceus coli| Saliva A 
Cardboard (high conc.) 8-6 55 0-04 0-2 
” (low — — 0-5 
Cigarette (air blast) _- 4-9 — | 07 
Cigar leaf( ,, » ) — | 4a 
Oak shavings .. 8-4 
Incense (high conc.) 2-6 | 
» (medium ,,) — 
»»  (toluol-soluble) 0-2 
Gear-grease oe 14-6 | — 


We have not attempted to investigate the chemical 
composition or physical characteristics of our smokes, 
but surmise that the most active bactericidal constitu- 
ents would be phenols. The composition of the smoke 
will presumably be influenced by the temperature to 
which the crude material is subjected, just as the com- 
position of tars varies with the temperature of the retort. 
For instance, as there is an optimal temperature for the 

roduction of a maximum number of carcinogenic units 
rom a given organic crude material, solid, liquid or gas, 
so it is not unlikely that the maximum number of 
germicidal units would only be obtained from organic 
crude materials under specified conditions of heating. 

In our tests, where an electric hot plate was utilised 
for smouldering the materials, we made a practice of 
allowing the current to pass for 2} min. only, the maxi- 


| Incense 
Cigar - 
Crude Toluol sol 
15 a’) 15 30 5 15 30 
min. | min min 
39... 05 | .. 0 0 
- — 1-6 0 0 
— — | 43 56... 0 
“= — | 49 38 8 60 45 .. 16-4 
~ — — 52 .. 8 
— — 69 70 16 73 Ob... 


ci 
tl 
tl 
tl 
fi 
a 


= 
Ih 
P 
ti 
p 
tl 
k 
h 
c 
fe 
n 
Cc 
te 
TABLE Il[—PERCENTAGE OF SURVIVORS OF THE FLORA OF ATOMISED SALIVA EXPOSED TO SMOKES 
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mum temperature reached, as recorded by a pyrometer, 
being about 300° C. 


PERSISTENCE TESTS 


Germicidal aerosols—at least, those phenolic germi- 
cides we have tested—must persist in particulate form if 
they are to be active ; once molecular dispersion occurs 
they have little or no lethal effect on the test bacteria in 
the air. Our colleagues, Finn and Powell, found that a 
substance which might be expected from a low rate of 
evaporation in bulk to persist for some time, may, when 
finely atomised, persist in the form of particles only for 
a matter of seconds. By examination with the ultra- 


TABLE IV—INFLUENCE OF AGE OF MIST AND SIZE OF PARTICLES 
ON GERMICIDAL ACTIVITY 


Cu. m. | 


le Survivors % | 
Germi- | con- of| Age of} | 
cide | ig. |Particles| min.)| 5 15 
| smoke | | min. 
S*NaOH | 600 | 26 | © | 327..10 .. 19] 89 
«| 166.5 1-25) 0-77| 7-4 
3 © |101 
noc. | so | 4 | 66-6 .. 22-7... 17-6 | 36-9 
15 | 48 :.72 100 NK 
30 | 49 1.42 90 | NK 
Incense | 30 | 1 o | 41.. 02.. 0 | 
smoke | 15 | 15%... 15.. 0 | 3-4 
| 30 | 1-2 | 8-4 


microscope they established that the life of a 2u-diameter 
particle of S*NaOH is at least 5000 sec.—or about 50 
times longer than that of a similarly sized R.G.G.{ 
particle ; and we have shown biologically that a mist of 
the former three hours old is still capable of giving a good 
kill. Table Iv shows a few results with saliva. 

We investigated two inorganic substances because we 
had previously found that solutions of calcium and zinc 
chloride have a measurable degree of activity in mist 
form. Magnesium oxide smoke produced by burning 
magnesium ribbon had no demonstrable effect on the F 
coccus in concentrations varying from 1 g. in 10 cu. m. 
to 1 g. in 30 cu. m. of air. Ammonium chloride also gave 
negative results when atomised or when sublimed. 


BIOLOGICAL EXPERIMENTS 


We also tried to find out whether smokes would prevent 
the infection of the lungs of mice by Salmonella enteritidis 
(** Liverpool virus” strain) suspended in the air. We had 
no organism available sufficiently virulent to kill mice by 
infection from the air, so we took preliminary cultures from 
the respiratory passages and then exposed the animals 
to the “ virus’’, killing them immediately afterwards. 
Cultures from the mucous membrane of the trachea and 
from a small piece of the lung were made at once in broth, 
subcultured on a suitable solid medium, and identified. 
The commonest organisms in cultures from the respira- 
tory passages of normal animals were streptococci and 
a non-coliform gram-negative bacillus. Among 30 con- 
trols we found the streptococcus eight times in the lung 
and seventeen times in the trachea, the corresponding 
numbers for the gram-negative bacillus being seven and 
twenty. In the experiments with smoke from card- 
board, growth of S. enteritidis was obtained from nine 
tracheas and eight lungs of the nine control animals, 
but only from ,the lung and trachea of one of six test 
animals, when the concentration of smoke was 1 g. in 
10 cu. m. of air, and one of three animals when the 
concentration was a third of this. When incense was 
substituted for the cardboard, growth of the test organ- 
ism was obtained in two tracheas and three lungs of the 
three control animals, and one trachea and no lungs of 
the three test animals, when the concentration of smoke 
was 1 g. in 30 cu. m. of air—a result more or less similar 
to that obtained with the cardboard smoke in the same 
concentration. Thus, whereas the respiratory tracts of 
all twelve controls became infected, those of nine of the 
twelve test animals remained uninfected. 

t R.G.G. is resorcinal 45° in watery glycol 7%. It is comparable 
with Aeyyl. 
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CONCLUSIONS 


Under experimental conditions, exhaled tobacco 
smoke interfered with the effect of a phenolic germicidal 
aerosol in a concentration of 1 g. in 680 cu. m. of air 
on a suspension of E. coli. 

Smokes produced by smouldering six organic sub- 
stances were lethal to four bacterial suspensions tested, 
the flora of a normal saliva being much more sensitive 
than broth emulsions of three laboratory cultures. 

Cardboard and incense were the most satisfactory 
materials used, there being evidence of some lethal effect 
of the incense smoke ina concentration of 1 g.in 3000 cu.m. 
of air after half an hour’s contact with the atomised saliva. 

In calculating concentrations of smoke no account has 
been taken of unburnt carbon, ash, or material passing 
into the air as vapour (presumed inactive as germicidal 
aerosols). Estimations, by aspiration, of the actual 
quantity of smoke present in the air under test resulted 
in the recovery of only about 25 mg. for every 100 mg. 
of crude incense burnt. 

Incense smoke, under our experimental conditions, 

rsists in the particulate form, liquid or solid, for at 
east half an hour. 

Magnesium oxide and ammonium chloride smokes in a 
concentration of 1 g. in 10 cu. m. of air had no apparent 
lethal effect on an atomised broth emulsion of a labora- 
tory culture. 

Infection of the respiratory apparatus of mice with a 
bacterial suspension of S. enteritidis (‘Liverpool virus ”’ 
strain) was mostly prevented by decontamination of 
the air with) cardboard and incense smokes in a concen- 
tration lower than 1 g. in 30 cu. m. of air. 


FATAL PELLAGRA IN AN ENGLISH 
SCHOOLGIRL 


“By R. E. Hope Simpson, M.R.C.S. 


On Aug. 5, 1940, a tall girl of thirteen presented herself 
complaining of a sore mouth and aching legs. 


The father, an agricultural labourer, is of low 
mentality ; the mother quick and intelligent, but feckless. 
There are four siblings, all well, but one, a boy, is 
mentally defective. None of the family has ever been 
abroad. The tient had a normal birth and was 
breast-fed until the age of eight months. She had no 
significant illnesses apart from whooping-cough and 
measles. She developed into a tall thin girl of normal 
intelligence. She had always refused milk, and was fond 
of white bread and butter of which she ate a great deal. 
Green vegetables and potatoes were always available to 
her, but possibly meat was limited by poverty, and meals 
were irregular and unintelligent. 


Early in May, with the first constant sunshine, the girl 
developed a rash on her arms, legs, face and neck. Later she 
began to complain to her mother of pains in her legs and 
weakness making the daily mile walk to school formidable. 
The rash persisted, and at the end of July she developed a sore 
mouth. When I saw her on Aug. 5 she had fairly severe 
stomatitis and gingivitis in which Vincent’s organisms 
abounded. There was dusky erythema of the skin, like 
exaggerated sunburn, on her face and neck and also extending 
from the elbows to the fingers and from above the knees to 
the feet. On the front of the neck there was a little dry 
exfoliation. The temperature was 101° F. She was sent to 
bed. Pellagra was not at the time suspected, and the diag- 
nosis of Vincent’s stomatitis with an accompanying rash was 
made. By the 10th she had improved. Seuaneen was 
normal and the mouth nearly well, but the rash remained. 
At this date pellagra was first suspected, and I told the 
parents to give the child a diet containing fresh milk, lean red 
meat, tinned salmon, tomatoes, fruit and vegetables. I 
cannot guarantee that these directions were carried out 
satisfactorily. The blood-picture was normal apart from a 
mild polymorphonuclear leucocytosis. On the 14th the 
mouth and temperature were normal, and the condition of the 
rash was unchanged. She felt well and begged to be allowed 
out of bed, but this was refused. Next day she was well and 
cheerful in the morning, but at 1 p.m. she had a convulsion. 
I saw her at 1.30 p.m. and her appearance had changed aston- 
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ishingly. The eyelids were puffy, the eyes were staring, and 
the pupils dilated. She was confused but responded to simple 
requests—e.g., to lie still or to turn over. The face had an 
uneven distorted puffiness, She said she felt no pain. The 
rash had become a dusky blue-purple, and the lips also were 
cyanotic. Innumerable tiny vesicles had appeared on the 
knees, and some on the elbows and neck, and from these 
appeared some moist exudation. She was sweating freely. 
She was immediately transferred to hospital, and had two 
more convulsions on the way. Soon after reaching hospital 
she went into status epilepticus and died at 7 p.m. No 
autopsy was done. 
COMMENT 

Acute pellagra in an English child is rare enough to 
cause difficulty in diagnosis. In England pellagra seems 
to be confined chiefly to elderly mental defectives, in 
whom it is a chronic disease. In this case, even when 
pellagra was suspected, the great improvement following 
simple rest in bed appeared to cast doubt on the diag- 
nosis, but the subsequent course of the disease seems to 
establish it without doubt. 


Med ical Soci eties 


ROYAL SOCIETY OF MEDICINE 


AT a meeting of the section of laryngology on Nov. 1, 
Mr. T. B. Layron, the president, gave an address on 
theory and method of 


Teaching in Laryngology 
He divided medical education into undergraduate, 
graduate and postgraduate phases. Discussing under- 
graduate education, he said that the aim was no longer 
to turn out ready-made general practitioners, because 
general practice was now as much a specialty as any other 
branch of the art, with its own problems, knowledge and 
technique. The final student now had to know so much 
that his knowledge of how to use it was less than that 
of those who qualified before the last war; and only a 
limited number went into general practice, perhaps less 
than 50°. The aim should be to turn out a _ well- 
educated doctor ready to branch off in any direction as 
inclination or circumstances impelled him. He needed 
knowledge of man and how to examine him. When a 
dressership in the throat and ear department became 
compulsory throat and ear surgeons had ceased to be a 
group subservient to other teachers. But he had reason 
to believe that there were some students being signed up 
for their final examinations who had never been taught 
to examine the upper respiratory tract, who had never 
attempted to put a frontal mirror upon the head and who 
had merely sat round their teacher peeping over his 
shoulder at the inside of a mouth and listening to his talk. 
What would be said of the candidate up for his final 
examination who did not know how to put a stethoscope 
into his ears? The throat and ear surgeons and the 
examiners were jointly to blame for this. To those who 
were not teaching their students to examine patients 
he could not speak too severely. Examination of the 
throat and ear involved coérdination of all the segmental 
nerves, from the third cranial to the sacral, with the 
visual impulses. One had only to look at a beginner to 
realise that; and codrdination would be learnt by 
practice and by practice only. Variations of the normal 
were wider in the upper respiratory tract than in any 
other part of the body, and the deviations from the 
normal were more indefinite. Their range could only 
be learned by examination of a large number of people. 
He found more joy in feeling that the majority of his firm 
at the end of three months could recognise a normal 
larynx than in having shown to all of them a few good 
cases. But there was also plenty to do in teaching 
general principles. However excellently these "had been 
expounded to him the student had never absorbed 
them all and to go over the same ground again from a 
different angle was the best thing possible for him. 
Principles might be enunciated in a 6 months’ course, 
but they could not be applied without many years of 
practice. If the general departments laid down the 


principles the special departments must introduce the 
student to their application. 


He advised throat and ear 
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teachers to concentrate on the study of inflammation 
and the preventive approach to clinical medicine. No 
part of the body was more suited to the study of inflam- 
mation, especially in the early stages, than the upper 
respiratory tract. Again, every practising doctor, what- 
ever his branch, should approach clinical medicine from 
a preventive as well as a therapeutic standpoint, and the 
upper respiratory tract lent itself to this approach 
better than any other part of the body. Its anatomical 
variations and its physiological reactions were more 
numerous than those of other regions. Its local defences 
against bacterial invasion could there be studied directly. 
When this inflammation was physiological and when it 
had become pathological was a distinction so nice that 
it could never be made with certainty, and it encouraged 
those powers of disputation for which their section was 
notorious. Its study could not be begun too soon. The 
privilege of deciding whether a student was fit to be let 
loose upon the great British public was in the hands of 
alimited numberof teachers from the generaldepartments. 
If teachers in charge of special departments were incap- 


able of examining in parts of the body still dedicated to 


surgeons in the general departments, then general 
surgeons were incapable of examining in the parts of the 
body which they had handed over to the special depart- 
ments ; and these, he pointed out, included the greater 
part of human anatomy. They had handed over the 
work, but not the responsibility. This was bad—bad 
for the special surgeon, bad for the general surgeon, bad 
for the student and above all bad for the patient. The 
time had come for special surgeons to take their part in 
the examination system, and a method for including 
them had been set out in the report of a conference of the 
examining bodies which dealt with London students in 
1932-35. But they must see to it that they were worthy 
to take up this important work of examining upon which 
the lives of the people ultimately depended. After they 
were settled in their life’s work, after all examinations 
had been passed, and after they had attained to a clinic 
and arrived at some position in the world, were they 
experiencing men ? The phrase was Walter Bagehot’s, 
who had come into his own again in the last year or so. 


ROYAL ACADEMY OF MEDICINE IN IRELAND 


Dangers of Rubin’s Test 

AT a meeting of the section of obstetrics on Oct. 11, 
with Dr. R. M. Corset, the president, in the chair, Dr. 
T. M. HEALY reported the results of 600 Rubin’s tests. 
Using ether anesthesia and Bonney’s apparatus, he had 
seen no ill effects. He had then used carbon dioxide 
for the test on a smaller series of patients anzsthetised 
with nitrous oxide and oxygen. Three of these patients, 
who were physically normal and whose tubes were 
patent, had died, two on the table, and one 30 hours 
afterwards with symptoms of damage to the cerebral 
cortex. He had not been allowed to carry out post- 
mortem examinations. He had found that the pressure 
required was on the average 10 mm. Hg higher with 
carbon dioxide than with air or oxygen. Discussing the 
possible causes of death he remarked that while there 
were many minor surgical procedures there was no such 
thing as a minor anesthetic. 

Dr. BETHEL SoLomMons had heard of such isolated 
fatalities in the Rubin test. He did not think the 
anesthetic could be blamed, but suggested the possibility 
of some form of embolism. It appeared that carbon 
dioxide might be a direct irritant and he intended to use 
oxygen in future. Rare cases of peritonitis were 
reported after the test, one of which had occurred in 
his practice.—Dr. F. W. DoyLe had had a fatal case 
under his care. The patient had sterility associated 
with dyspareunia; she was given spinal anesthesia, 
preceded by morphia and hyoscine. The tubes were 
found to be absolutely blocked, and the uterus was then 
curetted. The patient suddenly complained of great 
pain, became cyanosed, collapsed, and died in a short 
time. No post-mortem examination was permitted. 
He had used oxygen from a cylinder and a pressure of 
200 mm. Hg. He wondered whether it was wise to use a 
cylinder or whether an ordinary pump should be used 
instead.—Dr. J. CUNNINGHAM said he always preferred 
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to do Rubin’s test without an anesthetic. The 
most important thing in doing the test was the tech- 
nique. Great care should be taken not to injure the 
cervix. He inserted a very fine catheter which only 
went into the uterus for about 1} in.; if bleeding took 
place he stopped at once.—Prof. O’ DONEL BROWNE said 
that of several hundred cases of tube-testing he recalled 
only one fatality, the one already referred to by Dr. 
Solomons. He had performed the test in that case, and 
the patient had died from streptococcal peritonitis two 
days afterwards. Nevertheless, he held that tube- 
testing could be done in an outpatient department, either 
for hospital or private patients ; no anesthetic or pre- 
medication was required. He did not use a_bullet- 
forceps on the cervix ; he passed as little gas as possible 
through the tubes and never hesitated to allow the 
pressure to rise to at least 250 mm. Hg. He thought no 
blame could be attached to the anewsthetic used in Dr. 
Healy’s cases.—Dr. G. C. DoCKERAY had found the two 
chief causes of air-embolism recorded in the literature 
to be Rubin’s test and artificial pneumothorax.—Dr. 
R. W. SHAW pointed out that in Rubin’s test the blocked 
tubes and the uterus were often widely dilated ; this, 
might induce shock sufficient to cause death. No 
patient should ever die from a properly given anesthetic. 
In his opinion any kind of premedication with a spinal 
anesthetic was a definite risk. If he had to use any 
kind of premedication he gave a few grains of Nembutal 
by the mouth.—Dr. EDWARD SoLomons referred to a 
cise reported by Pierce in which vaginal insufflation had 
been done without anzsthesia on a patient who was four 
months pregnant and who had died.—Dr. A. H. 
DAVIDSON, master of the Rotunda, had done about a 
thousand Rubin’s tests. If the tubes appeared to be 
blocked he usually curetted the uterus and did the test 
again ; 60% of the cases in which the tubes appeared to 
be blocked were not blocked after curettage. He had 
never seen air-embolism after Rubin’s test, though he 
always went up to a pressure of 250 mm. Hg. As an 
anesthetic he always used gas and oxygen. 

The PRESIDENT said that in doing Rubin’s test he 
used carbon dioxide as the inflating gas with a mano- 
meter attached to the side of a metal box, and if the gas 
failed to pass through the tubes with a pressure of not 
more than 200 mm. Hg he curetted the uterus and tried 
the test again. During the operation the patient was 
under ether anesthesia. Of the 5 fatal cases men- 
tioned, air-embolism could not have accounted for those 
which survived for some time after the initial collapse, 
and in two of the remaining three cases there was a 
possibility that shock occurred with imperfect 
anesthesia. 


New Inventions 
APPARATUS FOR TRANSFUSIONS AND 
INFUSIONS 

OvER a period of years attempts have been made-to de- 
vise a simple apparatus, eliminating the defects of pre vious 
forms, for administration of blood and other fluids. This 
paper describes the final design that has been adopted. 

The container (fig. 1) is a graduated glass bottle pro- 
vided with inner and outer metal screw caps and further 
sealed with an adhesive band. The glass has been 
selected to withstand mechanical and thermal strains. 
Special treatment of the inner surface gives it a “ skin ”’ 
which prevents liberation of alkalis when it is autoclaved 
in contact with aqueous solutions. The bottle holds just 
over a litre of fluid, thus allowing ample room for the 
anticoagulant and for frothing when used for taking 
blood. The relation of height to, diameter has been 
designed for easy handling. Graduations show the 
volume of liquid discharged and the volume remaining, 
both when the bottle is upright and when inverted. A 
simple rustless metal attachment enables the bottle to 
be suspended from a hook. 

The sealing mechanism is specially designed to main- 
tain sterility. A cotton-wool plug is inconvenient if 
a bottle is to be transported ; a rubber stopper is un- 
suitable because it is readily displaced during sterilisation 
and the exposed rim is a dust trap. The metal screw 
cap has been extensively adopted and covers the “ danger 
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area described by Riddell, but most workers consider 
it insufficient protection against contamination and add 
some further seal. Paper, cloth, lint, or cellophane tied 
on with string, and viscose caps are widely used, but are 


nd 
35 
Fic. 2—Sectional diagram 
showing inner cap and 
oz-)™ outer cap with their rubber 


washers, A and B, in 
position over bottle-neck. 
c, adhesive sealing band. 


apt to prove faulty under 
0j- unfavourable conditions of 

La temperature, humidity, or 
handling. To overcome 
these difficulties it was 


¢ decided to design a second 
9 cap which would entirely 


cover the first cap. Fig. 2 


shows that the bottle-neck 
Fic. 1—Sealed container. 


carries two distinct screw 
threads ; an inner cap fits 
the upper smaller thread and’ 
acts as a stopper; an outer 
cap fits over the inner cap 
and is modelled to engage with the lower and larger glass 
thread and to retain a rubber washer, B, which acts as a 
seal by pressing onto a shoulder of glass. The whole of 
the upper part of the bottle together with the inner cap is 
thus isolated from possible contamination. To make 
surer still of preserving sterility the manufacturers supply 
the bottle sealed with a pliable adhesive band, c, finished 


E M 
Fic. 3—Apparatus G 


for taking blood. 


off with a paper label 4 
which serves as an addi- 
tional seal and as a 
safeguard against using a ‘ 
bottle which has already 
been opened. With these used with bottle in 
precautions the sterility inverted position. 
can be accepted as abso- 
lute over any period of time if the paper seal is unbroken. 
When the contents are required, the paper seal and 
adhesive band are stripped off, the outer cap is unscrewed, 
and the inner cap is removed, preferably with sterile 
gloves. The fluid can be poured for use with the assur- 
ance that both it and the glass rim over which it passes 
are absolutely sterile ; or it may be delivered into a vein 
through the apparatus shown in fig. 4. The bottle may 
also be used for collecting blood with the aid of the metal 
attachment shown in fig. 3, which screws onto the upper 
glass thread. Rubber tubing is used to connect arm D 
with a needle which is inserted into a vein. Blood passes 
into the bottle. To accelerate flow, side tube E may 
be attached toa pump. Fisarubber washer. When the 
required volume has been collected, the apparatus is 
unscrewed ; the inner cap, which should have been kept 


1. Riddell, V. H. (1939) Blood Transfusion, London. 
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resting on its flat surface (preferably on a sterile cloth and 
covered with the outer cap), is replaced and the outer 
cap screwed over it; } in. adhesive plaster is stretched 
round the junction of the outer cap and the bottle, and if 
the bottle is to pass into other hands, a paper seal is added 
to reveal any subsequent tampering. 

Blood or other fluid is conveniently injected intra- 
venously with the metal apparatus shown in fig. 4. The 
device screws onto the bottle and therefore can never 
be accidentally displaced, as sometimes happens when a 
rubber stopper is used. The bottle is inverted, and its 
contents pass through the side tube, G, while air enters 
through H. Fluid which has risen in the long vertical 
air tube is not ejected onto the patient’s bed or the floor 
during the act of inverting the bottle but is trapped in 
chamber J. Cap K unscrews to facilitate cleaning. 
When blood is to be dispensed, a filter, L, secured with 
a rubber bung, M, can be readily slipped into position. 

All the apparatus is robust, is easily cleaned, and lasts 
indefinitely. It can be had from British Drug Houses 
Ltd. HERBERT I. CoomsBs, M.D. 

General Hospital, Birmingham. 


UNITED STATES OF AMERICA 


OF POLIOMYELITIS 


In a pamphlet just issued for distribution to the public 
by the New York state department of health advice is 
given in regard to the wtiology, treatment and prevention 
of poliomyelitis. The public is told that the virus of 
this disease is thrown off from the body in discharges 
from the nose, throat and bowels. If the patient is 
treated at home he must be isolated for two weeks from 
the date of onset. Children who remain in the house- 
hold must be quarantined during the same period. 
Instructions are given for disposing of the discharges 
from nose, throat and bowels, and include detailed 
instructions for disinfection of the stools. 


CONTROL 


PREMARITAL BLOOD TESTS 


The first state to require examinations of blood before 
marriage was Connecticut. During the four years’ 
operation of the law in that state more than 600 cases 
of syphilis have been discovered in candidates for mar- 
riage. The number discovered each year has increased 
steadily from 81 cases in 1936 to 207 last year. The 
num ber of marriages in the same four years has increased 
from 8278 to 13,782. In 1936 physicians certified that 
the disease was non-communicable in 46% of cases ; 
in 1939 they granted such certificates in 70%. Reports 
of congenital syphilis in the state have declined from 
38 in 1936 to 11 in 1939. 

This year the state of Virginia has adopted a pre- 
marital-examination law which is in some respects an 
improvement over previous legislation. Under this law 
the clerk of the court may not issue a marriage licence 
until he has received a statement signed by a physician 
that anexamination has been made including a serological 
test. This statement, however, does not reveal the 
results of the examination. If syphilis is found the 
physician informs both parties of the result and of the 
possible consequences of marriage. The state depart- 
ment of health is also informed of the result of the 
examination. Previous statutes in the state of Virginia 
penalise people who deliberately expose others to venereal 
disease. It is thus evident that the candidate for mar- 
riage who learns of his condition confidentially from his 
doctor assumes the responsibility of securing treatment 
adequate to prevent danger to his mate. 


war against tuberculosis still goes on in the midst of 
other wars, and they ask us to help them by decorating 
our Christmas letters and parcels with their attractive 
greeting seals. No mention of tuberculosis is made on 
the seals, but each carries the double red cross, symbol 
of the association’s work of prevention and cure. The 


seals cost 4s. a sheet and may be obtained from the 
treasurer of the association, Tavistock House North, 
London, W.C.1. 


REVIEWS OF BOOKS 


[nov. 9, 1940 


Reviews of Books 


The Nation’s Larder 


and the Housewife’s Part Therein. Lectures delivered at 

the Royal Institution by Prof. J. C. DRumMonp, Sir RoBEerT 

McCarrison, Sir Joun Orr, Sir FREDERICK KEEBLE, Mr. 

L. H. Lamprrt, D.Se., Prof. V. H. Morrram and Dr. J. C, 

Srence. With a supplement by Dr. Franxuin Kipp. 

London : G. Bell and Sons. Pp. 146. 2s. 6d. 

Ir was an excellent idea of Sir William Bragg’s to 
arrange a series of lectures at the Royal Institution by 
experts on the different aspects of nutrition and to have 
them published at a reasonable price. No-one can say 
that this book is not worth half a crown. In it the 
feeding of the nation is discussed from historical, medical, 
agricultural, manufacturing, housewifery and pediatric 

ints of view. Each lecture, though complete in itself, 

as considerable bearing on the others. There is 
considerable repetition but it is all to the good. It helps 
to drive home the fact that the consumption of the 


protective foods has decreased, probably will decrease 


further as the result of war and ought to be augmented. 
The more often we and our rulers read and hear this the 
better. The agriculturist maintains with delightful 
gusto that the climate and soil of Great Britain is the 
best fitted to grow and produce the protective foods. 
It is an odd world in which we neglect to grow the foods 
essential to health and subsidise, at enormous cost to the 
taxpayer, the growing of foods which we could do without. 
The book has the blessing of the Minister of Food, but 
it is no Government-inspired production. 


First-Aid Manual of the Irish Red Cross Society 
By M. Naveuten, M.D. N.U.I., D.P.H. and J. P. SHANLEY, 
M.D.N.U.1., D.P.H. Dublin: Browne and Nolan. 
Pp. 171. 2s. 


It is fitting that the Red Cross Society of Eire should 
have its own first-aid manual; for in the introduction 
we read that it was the humanitarianism of an Irishman 
—Marshal McMahon—that helped to found the Inter- 
national Red Cross Organisation at Geneva. For the 
most part it follows the usual plan of first-aid manuals, 
but there are certain differences that seem improvements. 
Methods of placing a person on a stretcher are given in 
greater detail with simple diagrams, and improvised 
stretchers are described. Physiology is discussed as 
well as anatomy. But the chief advance of this book 
is the way in which it is written. Its simple mono- 
syllabic English, which should be understanded of the 
people, makes every description clear, and is a pleasure 
to read. There are a few touches which indicate its 
origin. In a note on sphagnum, for instance, the 
student learns that it comes from his own bogs, and he 
is asked to collect it. And in the glossary he is told 
whether a word is derived from the Latin or the Greek. 


The Case for Family Allowances 


By Exreanor Ratupone, M.P. Harmondsworth: Penguin 

Books. Pp. 118. 6d. 

PENGUIN specials have their own reputation for 
lucidity ; Miss Rathbone adds her gift for vigorous dis- 
cussion and makes the case for family allowances from 
wide knowledge and experience. Her arguments need 
no endorsement here ; we have already set them out in 
the Aylesbury Broadside and we believe, as she does, 
that they are unanswerable. Children must be fed ; and 
a family allowance of 5s. a week for every child, paid to 
the mother, would go far to ensure health for the coming 
generation. She reminds us that other countries have 
made the experiment and in some it has been successfully 
practised for many years. During a war, with prices 
rising, the need for this reasonable piece of legislation is 
greater than ever. Miss Rathbone puts the claim of the 
mother clearly when she reminds us that mining is rightly 
considered a dangerous occupation, but that among 
600,000 miners the fatal accidents have recently been 
about 600 per annum or 1 per 1000; among about 
650,000 women giving birth to children annually the 
deaths average 2000, or nearly 3 per 1000; yet the 
women who undertake this dangerous and essential task 
are among the unpaid servants of the state. 
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LONDON: SATURDAY, NOVEMBER 9, 1940 


AIR IN THE SHELTER 


Tue purpose of ventilation in shelters, as in any 
living-room, is to make for safety and for comfort. 
Even in a crowded shelter the carbon-dioxide con- 
centration is never likely to rise nor the oxygen 
concentration to fall to an unsafe level unless the 
room has deliberately been made airtight, and the 
only real danger from a frowst is the spread of 
infection. In time this risk may be reduced by 
germicidal aerosols,' or possibly by some development 
of the work on smokes reported by Twort and BAKER 
in this issue, but meanwhile ventilation must be our 
main defence. Discomfort arises from objectionable 
smells and from the stagnation of warm moist air 
around each occupant. The standards of fresh-air 
supply laid down during the past eighty years have 
mostly been based on the change of air needed to keep 
the atmosphere free from perceptible body odours. 
This varies with the personal cleanliness of the occu- 
pants, and fortunately the sense of smell is easily 
fatigued so that an odour which is at first objectionable 
soon passes unnoticed. A standard of 6 air changes 
per hour is often accepted, but for crowded places such 
as public shelters it is better to reckon in terms of air- 
supply per person. An ideal standard would be a 
supply of 1000 cubic feet of fresh air per person per 
hour, as demanded by the L.C.C. for cinemas and 
theatres, but in communal shelters the room-space per 
head is often down to 40 cu. ft. and a standard ap- 
proaching the ideal would be difficult to achieve without 
causing draughts in cool weather. For shelters which 
are mechanically ventilated a supply of 450 cu. ft. per 
person per hour is recommended.? QOdours will 
probably still be present, and with this rate of air- 
supply it may be impossible to eliminate them com- 
pletely by ventilation. Various deodorant sprays 
should be tested and the use of charcoal slabs attached 
to the ceiling has been suggested by ALSTEAD®; in 
the examples he cited the charcoal was used to 
prevent the escape of odours from an enclosed space, 
and though in a shelter the aim would rather be- to 
keep the odours from becoming disagreeable within 
the enclosure the method might be tried ; if it failed 
to abolish odours it might reduce them. More 
effective would be a rapid circulation of air through a 
charcoal filter, but to provide such plants in all 
shelters would be expensive and take a long time. 

In a crowded space the heat engendered by the 
occupants raises the air temperature considerably 
unless there is a brisk ventilation, and the unpleasant- 
ness is aggravated by stagnation of the air. Air 
movement is necessary at all times; especially so in 
a warm atmosphere ; but there will be enough move- 
ment of the air in most public shelters whose entrances 
are properly spaced and kept free from obstruction. 
If the air is very still an electric fan would increase 
the comfort, or an improvised fan made from a piece 
of ply-wood might be kept swinging by volunteer 


2. A.R.P. Handbook No. 5, 1939. 
3. Lancet, Oct. 26, 1940, p. 532. 


AIR IN THE SHELTER 


[vov. 9, 1940 593 
punkah-wallahs. In a domestic shelter a vertical 
chimney-pipe, piercing the roof of the shelter, would 
help with ventilation provided the door was kept 
slightly open, especially if any heating appliance 
used in cold weather stood below the shaft. Chilling 
however is expected to prove less troublesome 
than over-heating. In a surface shelter fully 
occupied, and with ventilation at the rate of 
450 cu. ft. per person per hour, the temperature 
is likely to be in the neighbourhood of 50° F. when 
the external temperature is at freezing point, while 
in a basement shelter under similar conditions 
it will probably be rather higher. A temperature 
of 50°-55° F. would not be comfortable for people 
sitting still in light indoor clothing, but it would 
be no hardship in warm attire. Mountaineering 
experience would suggest a woolly under a machin- 
tosh. If the occupants of a shelter had to sleep on a 
draughty floor at that temperature there would be 
good reason for complaint, but with the promised 
supply of bunks the picture is being changed ; in a 
bunk one can be warmly wrapped, and if necessary 
screened from draught. The worst floor draughts will 
pass beneath the lowest bunk, and air currents along 
the floor can be reduced by screens or baffles at the 
entrances to the shelter. Should we have a winter as 
hard as last, some form of heating will surely be called 
for, anyhow at the beginning of the night. It takes 
a dogged enough sleeper to ignore noise ; it is too 
much to expect him to ignore cold as well. Sleep 
comes most readily if hands and feet are warm. 
While it is unlikely that stoves can be provided in 
shelters on a large scale, it should at least be practic- 
able to supply the more acrocyanotic inmates with 
hot-water bottles or to arrange for them to fill their 
own nearby. Gas-proofing of shelters has been 
advocated, but if done efficiently ventilation is reduced 
almost to nil. As soon as a gas alarm was given all 
opening to the outside air would have to be closed 
and movements of people in the shelter cut down to 
a minimum to conserve the oxygen supply. Con- 
ditions in a fully occupied gas-proof shelter would soon 
become intolerable ; it would then be necessary for 
the occupants to put on gas masks and to open doors 
and ventilators. But the cost of gas-filtration plants 
for all shelters would be prohibitive ; and if the plant 
was put out of action, or the shelter itself breached, 
the occupants would be exposed to gas when they 
were unprepared. It is almost certainly wiser to 
maintain the ventilation of shelters and let people 
rely on the protection of their gas-masks. 

At present the danger of infection in the shelter 
is very great. Even a public-spirited person is not 
going to risk his life to protect his neighbour from a 
cold in the head ; he will go to the shelter with his 
cold upon him, and let his neighbour take a chance, 
and so will many who have more serious infections. 
But a cold, especially in a child, may be the harbinger 
of serious infection and Mr. MacDona.p’s proposed 
sick bays in the shelters are likely to be put to the 
test as soon as they are established. The borough of 
Finsbury has led the way in a more ambitious scheme 
for the isolation of infectious patients. Four “ health 
shelters ’’ are being erected, one in each of the densest 
areas of population in the borough, admission being 
by tickets obtainable from municipal clinics, health 
visitors and local doctors. They are designed to 
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provide shelter for people with infectious and con- 
tagious conditions who do not qualify for admission 
to hospital. These include cases of open tuberculosis, 
measles, chicken-pox, impetigo and scabies. In the 
year preceding the war less than half the cases of 
notifiable disease in the borough were segregated, 
and in the opinion of Dr. K. W. C. Sryciatr-Lovutirt, 
medical officer for civil defence, the position is worse 
today. The health shelters have been designed with 
the help of Mr. Ong N. Arup (who helped to design the 
penguin pond at the Zoo and whose imagination may 
therefore be accepted as trustworthy) and are divided 
into compartments. The care offered to the patients 
will at least ensure that they are none the worse for 
their stay in the shelter. More accommodation of 
the kind would solve the dilemma of conscientious 
parents of an infectious child, who at present must 
often have to choose between exposing their own 
child to bombing and exposing their neighbour’s child 
to infection. 


PELLAGRA IN ENGLAND 


PELLAGRA, which has existed in all the countries of 
southern Europe, in Egypt and the United States, 
has never been endemic here, though no doubt many 
more cases are diagnosed than are published and 
many others go unrecognised and unrelieved by 
specific treatment. Cases in this country may be 
divided into three groups. First comes the sporadic 
group, of which Dr. Horg Simpson describes an 
example in a child on another page. Next are the 
cases associated with organic disease, more particu- 
larly some chronic abdominal condition such as 
gastric carcinoma, pyloric ulcer that has been short- 
circuited, rectal stricture or tuberculosis. Lastly 
there is the institutional group, in which the disease 
appears in an insidious form among the chronically 
insane and inmates of homes for the aged and infirm. 
Cases following in the wake of chronic alcoholism or 
acute bouts of drinking are common in America but 
have never been reported in England. 

In children, as Stannus ' has pointed out, cases of 
pellagra bear a close resemblance to one another, 
and only one out of a family living under the same 
conditions may be attacked. The onset, usually in 
spring, of an acute dermatitis resembling sunburn 
on exposed skin surfaces, more severe than is 
warranted by the strength of the sun’s rays, and 
followed by a persisting dusky red-brown pigmenta- 
tion and exfoliation should immediately suggest 
pellagra. The areas mostly affected are the backs 
of the hands and wrists, the face, as far as the limits 
set by the hair, and sometimes the neck and eyelids. 
If the dermatitis is associated with a simple diarrhoea 
and some change in the mental attitude the diagnosis 
is almost certain. There may also be glossitis,’ 
stomatitis, cheilitis, white sodden excoriations at the 
angles of the mouth, palpebral fissures and nostrils, 
pharyngitis, gastritis, proctitis, and a sodden con- 
dition at the free margin of the prepuce with ure- 
thritis, or a similar condition of the perineum and 
vulva with vaginitis. The nervous signs may include 
increased knee-jerks, muscular weakness with spas- 
ticity, ataxic incoérdination and jerky tremor, so that 
the child may be unable to stand or walk, or even sit 
1. Stannus, H. 8. Brit. med. J. 1939, 1, 250. 


2. The tongue in pellagra was illustrated in Dr. Manson-Bahr’s paper 
in the Lancet of Sept. 14, 1940, p. 322. 
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up in bed and feed himself. The symptoms vary 
from day to day and improvement often follows simple 
rest in bed. The attack may pass, or the patient may 
take a sudden turn for the worse and die, a sequence of 
events well illustrated in Dr. Smmpson’s case. 

Adults may present a similar acute picture or the 
disease may evolve slowly and insidiously. The 
skin changes may amount to no more than a roughen- 
ing of the backs of the hands and wrists, like chapping, 
with some hyperkeratosis over the knuckles and a 
lilac pigmentation. The patient complains of a sore 
tongue hypersensitive to hot, salt or spiced foods ; 
the mucous membrane of the mouth and gums may be 
a fiery red, the tongue red and inflamed along the 
sides and tip with coated dorsum and variegated 
areas of denudation. Anorexia, indigestion and burn- 
ing sensations in the stomach are common and at this 


. stage constipation is a feature, sometimes interrupted 


by bouts of diarrhcea. Mental changes may pre- 
dominate and are often put down to neurasthenia or 
neurosis ; they may include undue fatigue, insomnia, 
irritability, headache, vertigo, palpitation, numbness 
and burning sensations, loss of memory, disorienta- 
tion, anxiety and apprehension, hyperemotionalism, 
distractibility and confusion. Later, changes com- 
parable to the psychoses may be seen—mania, 
depression, delusions, persecuted states and dementia. 
Laboratory investigations may demonstrate hypo- 
chlorhydria, achlorhydria or achylia, and a hypo- 
chromic anemia with negative stools. The symptoms 
vary in degree and time of appearance, and the 
alliterative tag of the textbooks, dermatitis, diarrhoea 
and dementia, may mislead the practitioner unfamiliar 
with the disease. 

In our last issue Les~ie Harris criticised those 
who are satisfied with a minimum instead of an 
optimum diet, with one that will prevent well-defined 
clinical symptoms of deficiency rather than one that 
will promote fullest health. What he says in regard 
to vitamins A, B and C may well be true of the 
factors involved in pellagra. In the epidemic areas 
of the United States it has long been recognised that 
patients without the fully developed picture con- 
stitute a majority of pellagrins, and FieLp, PARNALL 
and Rosrnson * describe some of the skin lesions of 
pellagrous origin which may easily be overlooked : 
hyperkeratosis, accompanied by light yellow to dusky 
brown or even black pigmentation over pressure 
points, such as the knee, instep, elbow and knuckles, 
or on the soles of the feet and palms of the hands ; 
ichthyosis-like changes on the antero-lateral aspects 
of the legs, or an appearance as if the leg has been 
painted with varnish which has cracked mozaic- 
fashion. Further observation in this country may 
show that some of these conditions, which have 
been called subclinical pellagra, are not uncommon. 

Nicotinic acid was hailed by many as the pellagra- 
preventing vitamin and the disease was defined as a 
deficiency of nicotinic acid, but this view had soon to 
be modified in favour of a deficiency of several vita- 
mins. Spres * suggests that there are three clear-cut 
syndromes to be distinguished in the disease—first, a 
deficiency of nicotinic acid, giving rise to the derma- 
titis, glossitis, stomatitis, gastro-intestinal and mental 


3. Field, H. Jr., Parnall, C. Jr. and Robinson, W. D. New Engl. J. 
Med. Aug. 29, 1940, p. 307. 

4. Spies, T. D., Vilter, R. W. and Ashe, W. F. J. Amer. med, Ass. 
1939, 113, 931. 
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symptoms, and the affections of the vulva and peri- 
neum.; secondly, a deficiency of riboflavin responsible 
for the red, shiny lips, the excoriations at the angles 
of the mouth, eyes and nostrils, and the seborrheic 
skin with fine, scaly, greasy desquamation and 
comedo formation about the naso-labial folds, bridge 
of the nose and forehead ; thirdly, a deficiency of 
thiamin (vitamin B,) causing the neuritic signs. 
This view is supported by the fact that some of the 
symptoms in these three syndromes may be found in 
other conditions. 


The recent experience of Krng® in the treatment of 


patients with Vincent’s infection of the mouth and_ 
gums suggests that they were suffering from a 


deficiency of nicotinic acid. The idea of clear-cut 
syndromes due to specific vitamin deficiencies may 
need modification as further knowledge accumulates, 
for interference with one vitamin may disturb the 
action of others in the general metabolism. 

The treatment of pellagra is always urgent. 
Hospital supervision and careful nursing are essential. 
Nicotinic acid, or better its amide which is less likely 
to provoke uncomfortable reactions, is the sheet- 
anchor in therapy, given in doses of 100-500 mg. or 
even 1000 mg. daily by mouth. For the first week 
it should always be given in divided doses, the 
smaller quantity in five doses of 20 mg., the larger 
in ten doses of 50 mg. each, spread out through the 
day. If vomiting precludes oral administration 
intramuscular or intravenous injection may be neces- 
sary. The lesions of the mucous membranes are the 
first to respond, often in a remarkable way within 
48 hours, and very soon the patient no longer feels 
ill, diarrhoea ceases or constipation is. relieved, the 
mental changes pass and the rash disappears. When 
these symptoms have improved it is time enough to 
deal with riboflavin and thiamin deficiencies and to 
supplement the nicotinic acid with riboflavin in doses 
of 1-5 mg. by mouth for three days followed by 
0-025 mg. per kg. of body-weight daily, and with 
thiamin hydrochloride, 10 mg. twice daily, intra- 
muscularly. Cessation of nicotinic-acid treatment 
may often be followed by relapse, and it is essential 
to give a maintenance dose of the drug, often for 
many weeks, until the patient is able to take a full 


diet containing ample protein and an “ optimum ”’ 
content of vitamins. 


CHEMOTHERAPY OF WAR WOUNDS: 


In the five years that have elapsed since chemo- 
therapy was introduced, clinical investigation has 
tended to lag behind laboratory research. Many 
new compounds of the sulphonamide group have been 
synthesised and tested on laboratory animals. But 
the reports of clinicians have mostly been uncritical 
or have compared a series treated by the new methods 
with former series, rather than with patients taken 
at random from the group and treated without 
chemotherapy. The war has provided abundant 
material for large-scale observations on human 
beings, among whom sets of wounds or burns might 
be found almost as uniform in conditions of seed and 
soil as a group of experimental infections in mice. 
But though such observations have been planned 
they have not as yet produced a body of evidence 
from which firm conclusions can be drawn. 


"5. King, J. D. Lancet, July 13, 1940, p. 32. 
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The opening speakers in the discussion at the 
Medical Society of London on Oct. 28 were careful to 
point out that any estimate of the place of chemo- 
therapy in war surgery must as yet depend on 
impressions rather than figures, and that in judging 
such impressions allowance must be made for the 
many variables which may affect the result no less 
than for the drug employed. Colonel Max Pace told 
how the plans which he and Colonel L. CoLEBROOoK had 
formulated for controlled experiments in chemo- 
therapy in the units of the B.E.F. in France had been 
frustrated by the paucity of material in the early 
stages of the war and the harassed conditions that 
followed. He quoted a series of about 20 abdominal 
wounds operated on by Major Sampson HANDLEY 
and given sulphanilamide, and a smaller series of 
flesh wounds excised and sutured after local applica- 
tion of sulphanilamide powder. Both series had done 
so remarkably well that he thought credit must be 
given to the drug even after allowance had been made 
for good surgery and favourable conditions. In 
established infections and in septicemia he had not 
found chemotherapy effective, but one of its most 
important applications was in minimising the risk of 
secondary operations in infected wounds. Mr. W. H. 
OcILviE discussed a batch of about 200 wounded 
from Dunkirk and the fighting that preceded it, who 
were received at Dartford from three to six days 
after being hit: some had chemoprophylaxis in 
transit, others had not, but all were given sulphanil- 
amide on arrival and after operation. He considered 
that the cases who had prophylaxis arrived in better 
condition than those who had not, while the progress 
of late and infected wounds given sulphanilamide 
after drainage and immobilisation in plaster compared 
favourably with that of the wounded in the Spanish 
war who had no chemotherapy. Colonel CoLEBROOK 
stressed the need for careful investigation and record- 
ing while conditions allowed the collections of exact 
records. He pointed out that though streptococcal 
wound infections could be cut short by early chemo- 
therapy the majority of such infections in war are 
not primary but hospital contaminations ; the time 
when they appear is uncertain and prophylaxis is 
therefore difficult, but would be helped by frequent 
bacteriological analysis of all wounds. He reminded 
his hearers that streptococcal epidemics were liable 
to sweep the wards of any hospital treating wounded 
and that they would become more common as the 
war progressed. Chemotherapy for the first time 
enabled us to fight such epidemics at their onset. 
He also pointed out that, apart from cases showing 
constitutional evidence of streptococcal infection, 
many instances of unsatisfactory wound progress and 
delayed healing might be explained by such an infec- 
tion. In one hospital, where a number of grafting 
operations on burns and road accidents had unac- 
countably failed, he found that the apparently clean 
wounds were infected with hemolytic streptococci ; 
after treatment for two or three days with sulphanil- 
amide powder the contamination disappeared and 
subsequent grafts were successful. In gas gangrene 
the evidence was not as yet convincing, but he con- 
sidered that a sulphanilamide pack giving maximum 
concentration of the drug in the immediate neighbour- 
hood of the infected surface was sound treatment. Prof. 
A. FLEMING entered a protest against the tendency to 


)- 
)- 
is 
2a 
ar 
se 
an 
ed 
at 
rd 
he 
iat 
.LL 

of 
: 
sky 
ure 
les, 
ds ; 
cts 
een 
aic- 
nay 
ave 
on. 
gra- 
AS & 
n to 
vita- 
-cut 
st, a 
rma- 
ental 
ngl. J» 


596 THE LANCET] 


THE QUEEN WAS 


label sulphanilamide as antistreptococcal, sulpha 
pyridine as antipneumococcal, and sulphathiazole 
as antistaphylococcal, whereas they acted on the 
streptococcus in that order of potency. 

The plea for controlled experiment is a timely one. 
For chemotherapy is still in rapid advance; it is 
being extended to new fields such as infections by 
streptothrix and clostridium, while new compounds 
are constantly arriving, some backed by reliable 
research, others depending for their popularity on 
their colour, their freedom from unpleasant effects 
or merely the advocacy of their makers, some active, 
others so poorly absorbed from the alimentary canal 
that they rarely reach a therapeutic concentration in 
the blood. 


Annotations 


THE QUEEN WAS IN THE PARLOUR 


Ir is common to liken the behaviour of man to that 
of the bee, but the two creatures differ in a number of 
important particulars, especially in their family life. 
A colony of bees, for instance, contains a few thousand 
workers, a few hundred males and only one queen, a 
properly developed female whose sole function, like that 
of women in some human social systems, is the propaga- 
tion of the species. The queen bee, however, surpasses 
her human sister, for she may in a season become the 
mother of a quarter of a million bees, and in a single day 
may lay more than her own weight in eggs. The worker 
bees, sexually undeveloped females, have no time for 
that sort of thing. Their minds are on their work. 
Human sociologists observe with interest that the 
startling difference between the queen and the workers 
is not inborn, but is dependent on infant feeding. Al! 
female larvie are fed for two or three days after hatching 
on royal jelly, a thick milky substance generally believed 
to be secreted by the pharyngeal glands of the nurse 
bees or young workers. During these days, their 
anatomical development is equal. Thereafter only the 
queen is allowed this special diet, on which she is fed for 
the rest of her life. She develops into a sexually mature 
female, her less favoured sisters, fed on honey and pollen, 
becoming workers. The nature of this remarkable food 
has been the subject of much speculation, and a number 
of analyses have been carried out. It was thought at 
one time that its sex-differentiating properties might be 
due to vitamin E, but several workers have disproved 
this supposition. It contains no vitamin A, little or no 
C, but definite quantities of B,. Recently Heyl! produced 
evidence that it contained a gonadotrophic hormone, a 
suggestion which is upheld by the investigations of 
Townsend and Lucas,? who produced from royal jelly 
four fractions. The first, an ether-soluble material, 
consisted of an organic acid with smaller amounts of 
phenols, beeswax, sterol, phospholipin and a saponifiable 
substance. The second, ether-insoluble, water-soluble 
and dialysable, was chiefly sugar with an unidentified 
acid, inorganic salts and nitrogen compounds. The 
third, ether-insoluble, water-soluble, non-dialysable, is a 
mixture of proteins, as also is the fourth, which is water- 
insoluble. There is some evidence that the remarkable 
sexual effects are due to the ether-soluble fraction, 
which, when added to the diet of the fruit fly (Drosophila) 
produces early maturity and increases by 60% the output 
of eggs. It is idle, and therefore pleasant, to speculate 
on the results of this painstaking and at first sight rather 
thankless labour. The final isolation of the active 
principle of royal jelly is likely to be followed by its 


1. Science, 1939, 89, 540. 
2. Towagend, G. F. and Lucas, C. C. Biochem. J. September, 1940, 
p. 
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synthetic production. It may become available then 
not only for the members of the apian depressed classes, 
allof whom will become queens, but for experimental 
work in other fields. The thought of the family Wyan- 
dottes laying more than their own weight of eggs in a 
day cannot be entertained without emotion. 


A NEW MALARIA PARASITE? 


To name a new species of malaria parasite without 
exhaustive and critical survey of the evidence is always 
a little dangerous because names are apt to stick and can 
only be eradicated with difficulty if they later turn out 
to have been bestowed mistakenly. A new plasmodial 
candidate for recognition has lately been seen in Nairobi 
by Roberts. Cases of infection with the parasite were 
first found by Dr. D. B. Wilson in two African patients 
in Tanganyika, and slides were demonstrated to the 
Royal Society of Tropical Medicine. Dr. Roberts’s 
first case was in a European, but several subsequent 
cases were in Abyssinians. Later, during the current 

‘malaria epidemic, cases were found among all races. 
Clinically, the main features were frequent relapses in 
spite of intensive treatment, and the extremely heavy 
infection of the blood found in each attack, accompanied 
by moderately severe anemia. The pyrexia only lasted 
24-48 hours. The parasites were of the quartan type 
and found in enlarged red cells. Owing to their un- 
common appearance and their diversity they were at 
first taken for a quadruple infection. Small forms were 
compact with well-defined nucleus and vacuole, re- 
sembling Plasmodium ovale and multiple parasites— 
sometimes as many as four—were often seen in the same 
corpuscle ; few of them seemed to be ameboid. Larger 
parasites were also compact with a well-defined vacuole ; 
some with a fragmented appearance appeared to be 
ameeboid. Gametes were pale with well-distributed 
pigment ; little cell margin remained round the parasite 
when full grown, but what there was usually showed 
traces of stippling. The average number of merozoites 
ranged from 10 to 12. The parasites were easily identi- 
fied by their profusion and the large size of the gametes. 
The older forms somewhat resembled P. malaria, but 
the typical band-forms were not found and the red cells 
were never the same as in quartan. The possibility of 
a double or multiple infection must be borne in mind ; 
scientific proof of a new species can only be obtained by 
inoculation of a non-infected subject and reproduction 
of the disease with parasites in the blood. Should 
further research establish this as a new species of the 
human plasmodium, the name P. wilsoni which has been 
suggested would be appropriate. 


CARDIOVASCULAR SYPHILIS 


Tue rapidly diminishing incidence of aneurysm of the 
aorta distracts attention from the still unnecessarily high 
incidence of cardiovascular syphilis. Gone are the days 
when signs and symptoms were clear-cut; preventive 
medicine has changed all that. No longer does the 
stream of pulsating aortic aneurysms, agonising lightning 
pains, and huge hob-nail livers provide the clinician with 
a never-ending flow of perfect “teaching cases.” We 
now must concentrate upon the early signs of disease, 
and nowhere more than in the detection and ‘reatment 
of cardiovascular syphilis. As Blumgart? points out, 
this condition is responsible for more adult deaths than 
neurosyphilis and is responsible for 10-15% of all 
cardiovascular disease. No good clinical or pathological 
evidence has ever been produced to support Warthin’s 
opinion as to the high incidence of syphilitic myocarditis. 
Apart from certain cases of heart-block, the Treponema 
pallidum affects the heart indirectly through its action 
on the aorta. The symptoms and signs of uncomplicated 

1. Roberts, J. I. E. Afr. med. J. September, 1940, p. 212. 

2. Blumgart, H. L. New Engl. J. Med. Sept. 19, 1940, p. 443. 
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syphilitic aortitis quoted by Blumgart are generally 
accepted, including radiological evidence of aortic dilata- 
tion, a tympanitic, bell-like accentuation of the aortic 
second sound, a history of circulatory embarrassment, 
increased retrosternal dullness, progressive cardiac failure, 
substernal pain, paroxysmal dyspnea, systolic aortic 
murmur and increased pulsation in the suprasternal 
notch. Moore and his colleagues* contend that the 
presence of 3 or more of the first 7 of these signs or 
symptoms in a syphilitic patient under the age of 50 is 
strong evidence in favour of the diagnosis of syphilitic 
aortitis. It is well to remember that efficient early 
treatment of syphilis would reduce the incidence of 
cardiovascular syphilis to a very low figure, that 20-30% 
of patients with syphilitic aortitis have a negative sero- 
logic reaction, and that routine screening of the heart 
and aorta is essential if syphilitic aortitis is to be detected 
early. To postpone diagnosis of early aneurysm until 
the patient presents some or all of the classical symptoms 
or signs is, according to modern standards, verging on 
malpraxis; if routine radiology was employed in all 
cases it would not be long before aneurysm of the aorta 
became a genuine museum piece. Early diagnosis of 
aortic incompetence is equally important. Corrigan’s 
pulse and pallor of the facies should be relegated to the 
textbooks of the history of medicine ; aortic regurgita- 
tion must be diagnosed at the stage when only the 
typical diastolic whiff can be heard to the left of the 
sternum in the third or fourth intercostal space. Once 
definite signs of cardiovascular disease have appeared, 
the organic arsenical preparations are contra-indicated. 
Treatment must be restricted to the signs of congestive 
failure. In earlier cases a course of iodides and mereury 
may be given by mouth and in the absence of untoward 
developments a course of intramuscular bismuth may 
be alternated subsequently with the oral administration 
of iodides and mereury. If the diagnosis is made very 
early indeed small and carefully controlled doses of the 
organic arsenicals may possibly be given following a 
course of intramuscular bismuth, but on the whole it is 
probably wiser to \restrict the arsenicals to the early 
stages of the infection when their use in adequate dosage 
is not only safe but imperative. Absolute contra-indica- 
tions to their use are the presence of angina pectoris, 
well-marked aortic incompetence, or congestive heart 
failure. 


THE INFANT AFTER CASAREAN SECTION 


Reports on the fate, immediate and remote, of 
infants delivered by cesarean section have appeared in 
many countries, but Olof Brandberg considers that 
Swedish experiences are still worth recording. The 
material available comprised 367 cases over a period of 
approximately twenty years; of the whole group 292 
were delivered by classical cesarean section and 75 by 
the vaginal operation. Boys and girls were equally 
represented in both groups. The gross infantile mortality 
was 10% for the classical operation and 66% for the 
vaginal operation, but as Brandberg points out such gross 
figures give an unfair representation of the position, for 
in many instances, especially when the vaginal route was 
employed, the main, if not the sole consideration, was 
the life of the mother. Many if not all the deaths could 
be “ attributed,’ if that is not too strong a word, to 
the operation, since of the 30 deaths following the 
classical operation 22 are classified-as stillborn or dying 
within two hours of delivery. Prematurity also has to 
be taken into consideration, for 78 of the 367 infants 
had a birth-weight below 2500 g. and were therefore 
classified as immature. The gross mortality among 
these infants (including both operative routes) was 
66-7%, compared with 9-3% among the full-time 


3. Moore, re, J- Hn» Danglade, J. _H. and Reisinger, J. C. (1932) Arch. 
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This compares not with figures 
which put the total mortality of premature infants 
during the first year of life between 45 and 60%. The 
indications for the cesarean operation are considered by 
Brandberg in some detail and it is clear that when there 
is some easily ascertained mechanical indication such as 
contracted pelvis, when the operation can be deliberately 
planned beforehand, the risks for the infant are extremely 
small. Thus 115 mothers in the series had the classical 
operation for this reason and there was no infantile 
death. On the other hand, with emergencies such as 
placenta previa and eclampsia, in which the mother’s 
life is seriously in danger, the infantile mortality is 
higher. The Swedish figures show in placenta previa 
9 infant deaths in 58 cases of the classical operation and 
11 in 75 cases of the vaginal operation. For eclampsia 
the corresponding figures are 1 death in 21 (classical) 
and 30 deaths in 75 (vaginal). Brandberg has also 
studied the weight curve of surviving infants and confirms 
a common experience that small infants are slow in 
regaining their birth-weight. Various theories to explain 
this are considered but all are rejected and it remains a 
minor mystery. Of greater importance are the results 
of a follow-up over a long period. Of the 288 children 
who survived Brandberg was able to obtain information 
about 234, and to secure a medical examination, either 
by himself or a local practitioner, in 148. The particular 
object was to check the possibility of disorders of the 
nervous system. In 10 cases of the 234 there was a 
greater or less degree of mental defect, and 4 of these, 
all delivered by the classical operation, had symptoms 
of intracranial trouble. It is not, of course, claimed 
that all such children owe their neurological or psycho- 
logical complaints to the method of delivery. Brandberg 
gives details of infants in whom definite intracranial 
trauma was found. In one instance, the classical 
operation having been performed for placenta previa, 
the infant, weighing only 2400 g., died and was found 
to have a ruptured tentorium cerebelli with supra- 
tentorial hemorrhage. Thus the cesarean operation 
does not guarantee an uninjured infant, and in general 
the prognosis of infants delivered by classical czsarean 
section in Sweden seems to be very similar to that for 
infants in general. 


SUCCESS IN SKIN GRAFTING 

Thiersch grafting may be the most gratifying or most 
perplexing form of treatment ; complete success may 
alternate with complete failure. Szutu and Chen? have 
recorded their experiences, and increasing confidence 
with Thiersch grafting has led to the gradual replacement 
of pinch grafting at their hospital. Nothing less than 
95% take is considered good, and in 53 cases they claim 
65% good takes in primary, and 80% good takes in 
secondary grafting. This latter figure is particularly 
remarkable, being higher than that of primary grafting. 
Rank? has analysed 629 grafts from the L.C.C. plastic 
surgery unit. He classifies these into complete takes, 
those over and those under 75%, and complete failures. 
Inlay grafts (94) were invariably successful; primary 
grafts showed more than 75% take in 83% of cases, but 
secondary grafts showed more than 75% take in only 
41% of cases. 

Several factors play a part in successful grafting. The 
surgeon must be capable of cutting a graft of uniform 
thickness, not too thin and not too thick, in one piece 
sufficiently big to cover the defect ; this comes only with 
practice with a good razor and a flat surface. The second 
problem is the preparation of the recipient area ; Szutu 
and Chen have not found this troublesome, and do not 
refer to it in their communication, although they 
recognise bacterial infection and impoverished blood- 
supply as causes of failure i in 4 cases of poor take. Rank 


Szutu, C 


C. and Chen C. . Chin. med. J. June, 1940, p. 535. 
3 Rank B. 
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considers that mixed infections of staphylococci, strepto- 
cocci, B. pyocyaneus and B. proteus are particularly 
inimical; it is to be hoped that much will be learned 
from studies of the many denuded surfaces to be seen 
today. Cross-infection in an open ward and the diffi- 
culty of dislodging an infection once established are the 
chief anxieties. Whether the granulations are left, or 
removed by knife or curette seems to make little differ- 
ence, though Brown, Byars and Blair * think they should 
be sliced off. The method of dressing is important ; all 
agree that a pressure dressing is essential, and many 
ingenious devices have been tried in an attempt to get 
even pressure of the requisite degree. Szutu and Chen 
attribute a large part of their success to their ** collodion- 
gauze’ technique. The graft is perforated in many 
places, placed on the raw surface, and covered by a 
single layer of gauze, cut large enough to overlap the 
surrounding skin for about 2 em. It is stretched and 
sealed around the edges with collodion. Further layers 
of gauze, cut the size of the grafted area, are applied to 
make a dressing about 0-5 em. thick. This is pressed 
into place, to remove all bubbles under the graft, and 
bound with short narrow strips of flamed adhesive 
plaster. In all cases the first dressing is done the next 
day. The gauze compress is removed, but the final 
layer of gauze is not disturbed unless the graft is found 
to have slipped, or exudate has collected beneath it. 
The exudate is allowed to escape by making further 
incisions in the graft with fine scissors. If no moisture is 
present a dressing similar to the first is applied, otherwise 
irrigations and compresses are used frequently, always 
leaving the first layer of gauze undisturbed. It may well 
be that the secret of success lies in this early inspection 
of the wound. In this country the tendency has been to 
leave the first dressing for 5-7 days for fear of disturbing 
the graft in its early unstable state, but this risk is pro- 
bably less than the risk of allowing fluid to lift the graft 
from its bed. 

A high proportion of Szutu and Chen’s cases were for 
defects following mastectomy for breast cancer ; in such 
vases infection should be minimal. Unhealed post- 
traumatic wounds and unhealed burns are much more 
likely to be heavily infected and give correspondingly 
worse results. 


SMOKE AS AN AERIAL DISINFECTANT 


Curers of kippers and hams will not need telling 
that smoke has bactericidal properties, and there are 
many smokers who maintain that their pipe keeps away 
not only flies but colds also. On another page Dr. 
Twort :.d Mr. Baker have put this vague knowledge 
on a firmer basis by a preliminary report on their investi- 
gations into the effect of smokes from such diverse 
sources as cardboard, tobacco, wood-shavings and 
incense on bacteria suspended in the air. This work 
arose from an inquiry into the influence of particulate 
matter in the air on the efficiency of germicidal aerosols, 
when it was found that the smoke from burning card- 
board dipped in potassium nitrate itself destroyed 
bacteria atomised in the air. Additional tests showed 
that incense gave the best * kills,” and that the bacteria 
in normal saliva were more susceptible than a coliform 
bacillus or a saprophytic gram-positive cocecus. If 
respiratory pathogens turn out to be equally susceptible 
smokes may help to solve the present urgent problems 
of preventing respiratory cross-infection. They would 
have the enormous advantage over an atomised liquid 
that a very simple and cheap apparatus would be 
sufficient for their generation. It should, for example, 
be easy to arrange an automatic device which would 
burn the requisite amount of incense at regular 
intervals. It is a strange turn of the wheel which 


3. Brown, J. B., Byars, L. T. and Blair, V. P. Surg. Gynec. Obstet. 
1936, 63, 331. 
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has revealed antiseptic properties in the odour of 
sanctity. Fortunately or not, the smoker is not to be 
allowed to puff with pride, for tobacco smoke comes low 
down on the list as a disinfectant, and smoke exhaled is 
deprived of its germicidal properties. 


MAX CLOETTA 


Tue death in the early summer of Professor Cloétta 
at the age of 72 broke a remarkable academic sequence, 
for his father held the chair of materia medica and his 
grandfather was the first professor of surgery in the 
newly founded University of Ziirich. Max Cloétta after 
some early contacts in Strasbourg and Paris spent his 
life in Ziirich, where in 1901 he succeeded Golls in the 
chair of pharmacology. As director of the Institute of 
Pharmacology he had the collaboration of such men as 
Hans Fischer and H. W. Maier. He will be remembered 
as one of the earliest exponents of the science of experi- 
mental pharmacology ; his fundamental work on the 


' digitalis glycosides would alone suffice to secure for him 


a place in the niche of fame. As a researcher he had an 
uneanny faculty of discerning the significant part of the 
work of others ; his insight into the action of the several 
components of digitalis, for instance, was based on a 
critical appreciation of Schmiedeberg’s classical treatise. 
His own survey forms a link between Schmiedeberg and 
the recent work of J. A. Jacobs, A. Stoll, and Windaus. 
But Cloétta was no narrow specialist ; the breadth of 
his knowledge, gained from first-hand experience, is 
well seen in the Archiv ftir-experimentelle Pathologie, to 
which he contributed important papers on morphine, 
arsenic, and antimony. It was on his invitation, when 
dean of the medical school, that Sauerbruch accepted 
for a short period the university chair of surgery, and 
Sauerbruch’s operative skill allowed Cloétta to explore 
a number of physiological problems bearing upon human 
pathology. These investigations advanced the practice 
of intrathoracic surgery, and soon afterwards he pub- 
lished a paper on the pathology and therapeutics of 
bronchial asthma. In later years Cloétta pitted his 
intellect against the elusive problem of sleep. This 
mystery he left unsolved, but his researches bear the 
unmistakable signs of the master. 


Prof. D. L. Savory has been returned unopposed as 
Unionist member for Queen’s University, Belfast, in the 
British House of Commons in succession to Prof. Thomas 
Sinclair, F.R.C.S., who has retired. Professor Savory 
has held the chair of French language and Romance 
philology in the university since 1909. 


Mr. W. G. SPENCER, vice-president and consulting 
surgeon of the Westminster Hospital, died there on 
Oct. 29 at the age of 83. He had occupied his retirement 
with writing a history of the hospital from 1719 to 1923. 


The fourth list of subscriptions to the Medical War 
Relief Fund brings the total amount contributed to 
over £8400. 


In a circular to borough councils on medical supervision at 
public air-raid shelters the Minister of Health states that he 
considers it necessary that public shelters should be regularly 
inspected by a medical officer of health and that the services 
of a general practitioner should be readily available during 
the night for attendance at the shelters. A doctor should 
make a nightly visit to the larger shelters and at some it may 
be desirable for a doctor to be present throughout the night. 
The scale of payment will be 10s. 6d. for a visit of not more 
than half an hour when not more than two patients are seen ; 
a guinea for a visit of not more than an hour; and £1 11s. 6d. 
for one of not more than two hours. A doctor who visits 
a shelter and remains on call during the night will receive a 
guinea. A doctor who is on duty in a shelter during the 
whole night will receive a salary at the rate of £500 per annum. 
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Special Articles 


By G. B. Surrraw, L.R.C.P.E. 


ASSISTANT MEDICAL OFFICER (A.R.P.) FOR BATTERSEA 


MANY months before the outbreak of war Crome, 
Fisher and I? suggested that the Government scheme 
for the evacuation of air-raid casualties from the danger 
zone relied too much %n the existing hospitals. These 
hospitals are in some cases old and vulnerable, and we 
felt that others might easily become targets; their 
many windows would expose patients to flying glass, 
they were often badly placed for transport and unsuitably 
laid out for casualty-clearance work, and they offered 
poor protection to surgeons, theatre staff and equipment. 
These forebodings have proved well-founded and it seems 
opportune to revive again the plan, outlined then and 
recently recalled in Tue Lancet,’ for the provision of 
classification and evacuation posts (C.E.P.). 


USE OF BASEMENTS 


It is clearly foolish to transfer a patient from the 
scene of one injury to a building where he is exposed to 
the danger of a second. mb-proof hospitals cannot 
be built in London at this stage, and the most sensible 
course would be to transfer patients to hospitals in 
centres less liable to constant aerial attack. Not all 
patients, however, need or are in a fit state to be trans- 
ferred immediately ; some require treatment for shock, 
others immediate operation, and some, after attention, 
would be fit to go home. Centres are therefore needed 
where patients can first be classified and then treated or 
evacuated according to their condition. To classify 
them is probably the most skilled task of all. 

Our original suggestion still seems to me sound: 
that centres should be set up in basements under the 
stronger buildings of London (or of any other town 
exposed to frequent attack). The buildings chosen 
should be steel-framed hotels, warehouses, office build- 
ings, blocks of flats or similar structures—of which there 
are plenty—chosen because they are strategically placed 
near main roads which would be difficult to obstruct, or 
railway or underground stations. They should be 
properly warmed and lighted. To convert these base- 


1. Crome, L., Fisher, R. E. W. and Shirlaw, G. B. Lancet, 1939, 
2. Lancet, Oct. 5, 1940, p. 423. 
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ments for the purposes required would be relatively 
simple, not very costly and so useful that the advantages 
would easily overtop the drawbacks. 


LAY-OUT OF A C.E.P. 


The space in such a basement would be apportioned 
in a way recalling the component parts of a modern 
casualty-clearing station. The most important part of 
the centre would be the space reserved for the classifica- 
tion of casualties (fig. 1). Its size should vary directly 
with the density of ulation in the area feeding the 
C.E.P. and inversely with the shelter accommodation 

rovided. Keeping the clearance rate in mind, it must 
large enough to admit all casualties which may occur 


EXIT . 1—a CEP. ENTRY 
FIG. 1—A C.E.P. UNIT 
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in the district. The second department includes 
operating rooms for surgical teams and ward space for 
those who have undergone or are awaiting operation ; 
the size ‘of this department depends on the size of the 
classification department and thus on the population of 
the district. The numbers requiring immediate opera- 
tion are not likely to be great, but patients cannot be 
transferred immediately afterwards, so that beds must 
be provided on a scale which allows for accumulation 
over a period of days. <A third department will have 
beds for patients requiring resuscitation. Minor casual- 
ties will be treated in the fourth department and allowed 
to rest before being sent home; this department 
corresponds to the existing first-aid posts, but with the 
difference that it is housed in safe surroundings. The 
fifth department, from which evacuation of casualties. 
is carried out, must be roomy enough to allow the 
patients to wait in comfort and the surgical teams to. 
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(11) Present system 
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give any attention necessary before the tient is 
transferred. It should have a well-stocked canteen. 


If possible it would be well to have additional access to 
this department from the classification department, 
either directly, if the shape of the basement allowed it, 
or by way of a second corridor past the central block, 
so that traffic in the corridor outside the operating- 
theatres would be reduced and the patients in the ward 
would be less disturbed by noise. The ideal C.E.P. 
would combine all these departments in one building. 
Hospitals which are sufficiently strong and well placed 
should naturally be considered first, but if they cannot 
offer sufficient accommodation—and usually they cannot 
—it must be sought elsewhere, the sooner the better. 
There will undoubtedly be some areas where no suitable 
basements can be found to house the whole C.E.P. In 
such a case it might be necessary to split the centre into 
its component departments ; each department could be 
placed in a separate building or several might be in one 
building and the rest in basements close at hand. 
Adequate space for classification is the crux of the whole 
problem. 
SKILLED CLASSIFICATION 

The work of classification is so important that it must 
be in the hands of a first-class and highly experienced 
surgeon. Patients can be classified as (1) for immediate 
operation; (2) for immediate resuscitation; (3) for 
evacuation ; (4) for dressing and discharge; and (5) 
moribund or dead cases. Most of the specialist teams 
are working outside the densely populated areas because 
specialised treatment demands continuity which cannot 
be achieved in the danger zone. It rests with the 
classifying surgeon at the C.E.P. to see that patients are 
evacuated to the right destination sufficiently early to 
benefit by the care they will receive there. Speed is the 
most important single factor in the surgical treatment 
of casualties. In a similar way, surgeons operating at 
the C.E.P. cannot be spared to go and examine cases ; 
they must depend on the classifying surgeon to send 
them the right cases in the right sequence. It will be 
clear that the task of allotting patients to the various 
groups cannot be left to a first-aid worker, however 
competent and willing, or even to a senior and experi- 
enced house-surgeon. It is a task for the expert and the 
expert only. 

Only a small proportion of casualties will need 
immediate operation and hospital treatment. It may 
be possible to provide more than one operating table 
and surgical team, one of which may specialise in head 
injuries, another, say, in fractures ; it will be the duty 
of the classifying surgeon to see that appropriate cases 
are reaching each of the operators. Again, cases sent 
for resuscitation must be further subdivided into those 
who can be evacuated when their shock has decreased, 
and those who will require operation. Cases being sent 
out of town must be grouped according to the time and 
distance they are fit to travel, and it may also be 
necessary to decide what hospital they are to go to. 
Some of the base hospitals may receive one type of 
injury only, some may arrange to take only short-term 
cases and others only cases likely to remain for several 
weeks. The classifying surgeon would be expected to 
keep these many points in mind. He may find that 
some cases can be discharged after their injuries have 
been dressed and return to the C.E.P. daily as out- 
patients. His most difficult task will be to decide 
whether the operating surgeon should give his time to 
a patient whose chances are small when it may mean 
that one with a better chance has to be neglected until 
it is too late to save him. These finer distinctions can 
only be made by a surgeon with long experience in 
diagnosis, and the importance to the patient of expert 
classification at the start can hardly be rated too 
high. 

In order to prevent the classifying surgeon from losing 
touch with operative surgery, and to give the operating 
surgeon a respite, these two, with their assistants, should 
take turn and turn about, changing over every day or 
every week as was most convenient. The classifying 
surgeon, with his team, would also be in charge of the 
treatment of patients in the resuscitation and post- 
operative beds, and it would be for him to decide when 
a patient was fit for evacuation. 
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HOSPITAL TOWNS 


The need for protected casualty clearing stations must 
have been felt by all wounded who have been admitted 
to London hospitals. Fortunately the casualty-rate has 
been relatively low and the attack widespread so that 
no undue strain has been placed on any particular 
centre. But the casualty list of the hospitals themselves 
is evidence that patients have been brought from the 
scene of one disaster only to share in another. The 
need for C.E.P.s in London is greater in degree, but not 
in kind, than that in smaller cities similarly attacked. 
Indeed, in smaller cities the hospitals are often so closely 
grouped together that a single attack might reduce 
hospital accommodation severely. The C.E.P. must be 
a flexible unit modified to suit the district in which it is 
placed. The aim should be to meet demands as they 
arise ; nothing more permanent is possible while the 
intensity, length, an disposition of aerial attacks 
remain unpredictable. The centres should be under 
central control, but acting to a large extent autonom- 
ously. 

Large-scale evacuation of patients would call for 
rearrangement of base-hospital accommodation. Suffi- 
cient beds must be kept free for military casualties, but 
plans must also be made to receive all patients sent out 
from areas being heavily attacked. This can be achieved 
by making towns distant from known or expected 
targets into hospital towns. These could be readil 
organised to accept large numbers of casualties. Sta 
and equipment could be concentrated in them. There 
would be no difficulty about transport of food or medical 
supplies and it would be easy too to arrange for con- 
tinuity of medical treatment ; moreover, one hospital 
town could serve many danger areas (fig. 2). In Spain 
the establishment of hospital towns turned out to be 
simple. Towns chosen should contain several large 
buildings which can converted into hospitals ; 
patients requiring little treatment and nursing care can 
be quartered in requisitioned houses, and communal 
kitchens can feed both staff and ambulant patients. 


The scheme outlined here would not be grossly 
expensive even at the outset, and it would lead in the 
end to considerable saving in money and man-power. 
At present the system is not sufficiently unified. The 
E.M.S. hospitals all serve at least two masters and 
A.R.P. within London region is carried on under 95 
different authorities. The man who digs the patient 
out is sponsored by a different Ministry from the man 
who carries him away on a stretcher. The regional 
boundary, the sector boundary, and the local authority 
boundaries form an interlacing network of extreme 
complexity, transport is conirolled by three different 
bodies (fig. 3), and the Ministry of Health and Home 
Security appear to be politely bewildered by the multiple 
offspring of their own somewhat elastic union. The 
mutual support of one area by another is much hampered 
and it may soon become difficult to keep open com- 
munications for so many different services. By putting 
command into fewer hands it should be possible to 
achieve both the necessary control and flexibility. 


THE annual gathering of supporters of the Hospital 
Saving Association could not be held this year but Sir Alan 
Anderson, the chairman, arranged to meet representatives 
of the eastern and southern branches. The meetings were 
held on Oct. 29 and 30 at the local offices. The annual 
report pays a tribute to the work of the group secretaries 
by whose courage and devotion the work has been main- 
tained in spite of all difficulties. Out of 26 who have 
been bombed out of their homes 18 were in the South 
London area. Four group secretaries have been killed 
by enemy action. The efforts to obtain support from 
employers have been continued with success and the 
total from that source exceeded £10,000 for the first time. 
The loss of income due to war conditions has been small, 
and the low incidence of hospital treatment has enabled 
the rate of payment to the hospitals to be made on a 
higher basis. The total sum, including the final 
distribution, will be £733,629. 
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AN OUTBREAK OF PARATYPHOID 


By T. Liroyp HvuGues, M.D. Lpool, D.P.H. 
MEDICAL OFFICER OF HEALTH FOR BEBINGTON ; MEDICAL SUPER- 
INTENDENT AT CLATTERBRIDGE ISOLATION HOSPITAL; AND 
H. F. Harwoop, M.B. Lpool 
RESIDENT MEDICAL OFFICER AT THE HOSPITAL. 


IN an epidemic of 51 cases of paratyphoid B drawn 
almost entirely from a residential area in the borough of 
Bebington last year the ages ranged from a baby of 
7 months to a woman of 70 years. There was one death, 
the woman of 70, who died of toxzeemic myocarditis. 


[1-5 | Total 
Age in years.. 0-1 1-5 5-10 30/40/50 | 60 | 70 Total 


CAUSE OF THE EPIDEMIC 

The first case was notified on Aug. 4, 1939. Five 
days later 3 cases were notified, and a fifth case was 
notified two days later. A milk-supply which was a 
common source to 3 of these was investigated but no 
organisms of the typhoid group were isolated. Later 
cases consumed milk, mostly teurised, purchased 
from different sources and so milk was exonerated. By 
Aug. 28 15 cases had been notified. Careful investiga- 
tion of the water supplied to the whole district from 
a common source revealed no organisms of the typhoid 
group, but many of the cases had eaten confectionery 
from one shop in the district. 

At this shop case 29 had served from time to time since 
her arrival in the district in mid-July. She had come from 
a nearby area where some weeks before inquiries had been 
made at a bakehouse in which she had worked in connexion 
with 4 cases of paratyphoid fever. She complained of being 
off-colour and had suffered from headaches and malaise for 
some weeks. On Sept. 2 she was sent to hospital where she 
was found to be mildly pyrexial. ; 

Bacterium paratyphosum B was isolated from her urine 
and feces and on Sept. 9 her Widal reaction was positive to 
paratyphoid B in a-dilution of 1/250. She was apparently a 
mild ambulant case, which had been progressing for some 
time, and it is possible that she was infected in the outside 
area before moving into the district. 

By the beginning of September 29 cases had been noti- 
fied. During the three weeks following the removal of case 
29 to hospital, 18 more primary cases occurred, and 4 
further cases, presumably secondary, were afterwards 
notified, the laston Oct.31. Each of the 18 cases develop- 
ing during the three weeks after the removal of the 
supposed carrier to hospital was found to have eaten con- 


fectionery bought at this shop. One case not included in ° 


this report was removed to an infectious-diseases hospital 
in an outside area, and infection could be traced to this 
epidemic since she had lately been on holiday in the 
district. Two cases were admitted to a general hospital 
for investigation as cases of pyrexia, and a third case was 
admitted on Aug. 6 to a local hospital as appendicitis. 
She was operated on on Aug. 13 and was later found to be 
suffering from paratyphoid B. The remaining 48 cases 
were admitted to the Wirral Joint Isolation Hospital at 
Clatterbridge. The cases were generally moderate in 
severity with no obvious toxic effects. 


TREATMENT 

Of the 48 cases 25 were treated with sulphonamides ; 
the others received no specific therapy. All the patients 
were kept in bed until the temperature had settled for 
fourteen days on the four-hourly chart, and only then 
was phenolphthalein and agar emulsion used to replace 
enemata. Two cases had relapses. When the patients 
were allowed up, feeces and urine were taken for bacterio- 
logical examination. If Bact. paratyphosum B was 
found the examination of further specimens was delayed 
for a period of seven to fourteen days. Convales- 
cent carriers were given, primarily as a placebo, salol 
gr. 5, thrice daily if fecal excretors, or a hexamine 
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mixture if urinary excretors. When three consecutive 
specimens of urine and feces taken over a period of ten 
days had been returned negative for Bact. paratyphosum 
B the ape was discharged. 

To the sulphonamide group of patients,sulphonamide-P 
was given on admission in a fourteen-day course of 1-5 g. 
four-hourly, for thirty-six hours, then 1 g. four-hourly, 
for a variable period and finally 0-5 g. four-hourly to 
complete the course. Oyanosis and nausea were noticed 
in a few patients, but were never severe enough to cause 
the drug to be discontinued and no signs of granulopenia 
were detected. In the table the course of the infection 
in the two groups of patients is compared. Sulphon- 


ee No. of | Days of Days of| Days before returning 
| cases | pyrexia illness feces and urine neg. 


Sulphonamide | 
group 25 21°5 78 64 


Other group. . 23 | 23 92 80 
| 


amide does not seem to have influenced the length 
of pyrexia, and no more rapid clinical improvement 
was noticed in this group. But the number of days 
before feces and urine were first returned negative 
and the number of days of illness do seem to have been 
shortened in the sulphonamide group. : 


CARRIERS 

Two chronic carriers have emerged, one a woman of 55 
whose feeces and urine both still contain Bact. paratypho- 
sum B in considerable amount, and the other a man of 60, 
who is a fecal excretor only. Both these patients are 
living at their homes on the advice of the Ministry of 
Health and under strict public-health surveillance. 
Neither, either in their acute illness or later, had been 
treated with sulphonamide, but both have had a course 
of injections of an autogenous vaccine without any 
mage result. However, since both in their acute 
illness showed signs of involvement of the gall-bladder, 
they are to be given the choice of cholecystectomy. This 
was not suggested earlier, because they are both poor 
operative risks. 

BACTERIOLOGY 

Dr. R. Howard Mole, bacteriologist to the hospital, 
reports as follows :— 

The laboratory diagnosis was almost entirely based on the 
Widal reaction, since the excreta of new suspected cases were 
not sent to us for examination. In the earlier cases of the 
epidemic a full Widal was done. After the epidemic had 
become established the blood-serum of the patients was tested 
against Bact. paratyphosum B only. Most of the cases tested 
were positive in a dilution of 1/250. The outbreak of war 
made routine testing in higher dilutions impossible. Occasion- 
ally the sera were tested in high dilutions, and positive reac- 
tions in 1/500, 1/640, 1/1280, 1/2500, and 1/3560 were recorded. 
The only case examined by blood-culture was positive for 
Bact. paratyphosum B at the same time as the blood-serum 
gave a positive Widal. The feces were negative but were 
positive six weeks later. 

Some of the patients quickly lost the typhoid B organ- 
ism from the excreta, sometimes only a few days elapsed after 
the establishment of a positive Widal before it became nega- 
tive. But usually some weeks were required, and periods 
of 3, 4, 5, 6, 7, 8, 10 and 16 weeks were recorded. 

The occurrence of the organism in the excreta is inter- 
mittent. Several cultures from the excreta were sent to Mr. 
A. Felix, D.Sc., of the Emergency Public Health Laboratory 
Service, School of Pathology, Oxford, for confirmation. He 
reported the organism in each case as containing the H, O and 
Vi antigens of Bact. paratyphosum B. 

The earlier cultures of the organism from feces and urine 
were done on MacConkey’s agar from an incubated broth 
culture. But this was abandoned, and, on the advice of Prof. 
H. D. Wright, the Wilson-Blair method as modified by F. 
Tabet (J. Path. Bact. 1938, 46, 181) after tetrathionate broth 
of Miiller (Schafer’s modification) was then used and proved 
satisfactory. 


The epidemic showed the necessity for investigation of 
every article of food which might convey infection, 
for in paratyphoid water is not as common a vehicle of 
infection as in the pure typhoid group. The wide dis- 
tribution of infection among the age-groups is interesting 
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Two young infants were infected—one, a secondary 
case, by the mother-——but it was suggested that the other, 
a child of 11 months, was infected by cakes soaked in milk. 


Our thanks are due to Dr. J. B. Yeoman, who was the 
medical officer of health for the district during the earlier 
part of the epidemic, and to Mr. E. V. Crapper, the chief 
sanitary inspector for Bebington, and his staff. 


From the School Reports 

In 1938 the people of Kettering numbered 33,900, of 
which number 3993 were children on the school register. 
In September, 1939, this population received from 
London 6738 persons, of whom 3745 were unaccompanied 
children. Most of our small boroughs were fairly pros- 
perous, well housed, and, as evacuation proved to those 
who did not know it before, well supplied with health 
services which were vigorous and comprehensive. 
Though their populations were increasing their density was 
declining owing to better housing and the falling birth- 
rate. So a borough of 40,000 could readily absorb 7000 
added population. But it is another matter for an 
educational system designed for 4000 to accommodate 
an increase of 100% within a week. This did require 
planning beforehand and a fine system of absorption, 
and, in spite of all adverse comment, most boroughs gave 
both. The reception of school-children from the 
evacuated areas by the boroughs was in fact a most 
successful venture. Kettering was a typical case of a 
borough doing the job well. Dr. Cecil B. Hogg, S.M.O., 
gives a full account of how it was managed. Previous to 
reception it was decided that in order to prevent the 
spread of infections the received children should not go 
to school during the first fortnight after their arrival to 
“limit the amount of mixing.’’ In most reception areas 
this limitation of mixing occurred by accident, but Dr. 
Hogg is to be congratulated on having planned it. An 
application to employ a temporary medical officer was 
made to the Ministry of Health and the Board of Educa- 
tion on Sept. 13, but sanction was not obtained until 
Dec. 6. Delays of this kind exasperated local authorities, 
who knew what they needed and how to get it, but were 
hampered by the central authorities who did not know 
what was required. The children received by Kettering 
from the metropolitan area were an average sample of 
evacuated children. All the smaller boroughs found the 
children they received below the local standard ; some 
knew what they were about to receive, but others did not. 
Up to the end of 1939 the influence of reception on the 
incidence of infectious diseases in Kettering was negligible 
except in regard to chickenpox in which it appears that 
the newcomers set up an epidemic situation. 

Dr. J. A Fairer, of Leicestershire, gives some informa- 
tion on reception in a receiving county, Leicestershire 
took in 9865 school-children from London, Birmingham 
and Sheffield, but half of them returned home before the 
end of the year. Reception into county areas was rather 
different and much more difficult than into the boroughs, 
for reasons which were obvious to those who knew the 
state of elasticity of billeting and of the local health 
services. Moreover, the change from city to town is 
far less drastic than from town to country. Enuretics, 
who gave the most troublesome single problem of 
evacuation, are more difficult to manage in country 
districts than in towns where the provision of special 
hostels for them is feasible. The segregation of enure- 
tics does not solve their problem and probably is 
unfavourable for their cure, but it did allow time for 
deciding what eventually should be done with them. 
Dr. Fairer voices the general complaint of receiving 
authorities when he says: “it has always been under- 
stood that in the larger cities the health services had 
reached such a high degree of efficiency that this state of 
affairs was impossible.’”” The strength of a medical 
service is not gauged by numbers treated but by the 
proportion of people who receive its benefits. 

Dr. J. L. Burn of Barnsley includes in his report a 
chapter on oral hygiene by Mr. A. G. Moxon, the senior 
dental officer, in which attention is called to a setback in 
the cause of oral hygiene from the discovery of the action 
of vitamins on tooth structure. ‘* The laity and many 
professional men have sprung to the conclusion that to keep 
teeth good added vitamins is all that is needed.’’ He 
is a great advocate of the toothbrush for its mechanical 
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action, but decries the fuss made over tooth pastes and 
powders which diverts attention to some mysterious 
ae alleged to be possessed by the various proprietary 

rands. Oral hygiene consists today, as it always has 
done and always will do, of exercising the jaws and 
keeping the mouth clean. All organs deteriorate and 
eventually are lost if they are not exercised, so however 
well formed the teeth may be they will be lost if they are 
not used. ‘The cleanliness of the mouth required is 
merely to keep it free from accumulations of rotting 
material. The mouth is not aseptic and cannot be made 
aseptic, but it must be kept free of gross filth. Mr. 
Moxon brings out these two requirements forcibly and 
in a way the general public will understand. Perhaps 
in time we shall all come to recognise that the only way to 
keep our mouths clean is to cleanse them everytime we 
have finished a meal, and our children may serve round 
toothbrushes after a banquet as our fathers served 
finger-bowls (or toothpicks). 


INFECTIOUS DISEASE IN ENGLAND AND WALES 
DURING THE WEEK ENDED SEPT. 28, 1940 

Notifications.—The following cases of infectious disease 
were notified during the week: smallpox, 0; scarlet 
fever, 1755 ; whooping-cough, 1253; diphtheria, 1153 ; 
enteric fever, 60; measles (excluding rubella), 7910 ; 
pheumonia (primary or influenzal), 603; puerperal 
pyrexia, 144; cerebrospinal fever, 129; poliomyelitis, 
47; polio-encephalitis, 4; encephalitis lethargica, 5 ; 
dysentery, 68; ophthalmia neonatorum, 116. No case 
of cholera, plague or typhus fever was notified during 
the week. 


The number of civilian and service sick in the Infectious Hospitals 
of the London re! Council on Sept. 27 was 1797, including: 
scarlet fever, 226 ; diphtheria, 208 ; measles, 457 ; whooping-cough, 
38; enteritis, 57; chicken-pox, 53; erysipelas, 33; mumps, 3; 
poliomyelitis, 1; dysentery, 2; cerebrospinal fever, 21; puerperal 
sepsis, 13; enteric fevers, 24; german measles, 5; encephalitis 
lethargica, 2; other diseases (non-infectious), 47; not yet diagnosed, 87. 

Deaths.—In 126 great towns, including London, there 
was no death from smallpox, 2 (1) from enteric fever, 
3 (0) from scarlet fever, 7 (0) from whooping-cough, 
10 (0) from measles, 37 (2) from diphtheria, 35 (5) from 
diarrhoea and enteritis under 2 years, and 17 (2) from 
influenza. The figures in parentheses are those for 
London itself. 

Greater London and Plymouth each reported a death from enteric 
fever. There were also 6 deaths from diphtheria at Plymouth. 
Liverpool had 5 fatal cases of measles. 

The number of stillbirths notified during the week was 
218 (corresponding to a rate of 34 per thousand total 
births), including 17 in London. 

WEEK ENDED oct. 5 

Notifications.—The following cases of infectious disease 
were notified during the week: smallpox, 0; scarlet 
fever, 1872; whooping-cough, 1332; diphtheria, 1163 ; 
enteric fever, 77; measles (excluding rubella), 8852 ; 
pneumonia (primary or influenzal), 651 ; puerperal 
pyrexia, 140; cerebrospinal fever, 112; peliomyelitis, 
34; polio-encephalitis, 2; encephalitis lethargica, 5; 
dysentery, 63; ophthalmia neonatorum, 91. No case 
of cholera, plague or typhus fever was notified during 
the week. 

The number of civilian and service sick in the Infectious Hospitals 
of the London County Council on Oct. 11 was 1866, rage & 
searlet fever, 262 ; diphtheria, 250 ; measles, 419 ; whooping-cough, 
46; enteritis, 38; chicken-pox, 85; erysipelas, 39; mumps, 7 ; 
poliomyelitis, 2; dysentery, 2; cerebrospinal fever, 26 ; puerperal 
sepsis, 8; enteric fevers, 25; german measles, 1; other diseases 
(non-infectious), 90; not yet diagnosed, 100. 

Deaths.—In 126 great towns, including London, there 
was no death from smallpox 2 (1) from enteric fever, 
2 (0) from scarlet fever, 11 (0) from whooping-cough, 
12 (0) from measles, 31 (1) from diphtheria, 44 (8) from 
diarrhoea and enteritis under 2 years, and 9 (2) from 
influenza. The figures in parentheses are those for 
London itself. 

Greater London and Birkenhead each reported a fatal case of 
enteric fever. There were 7 deaths from diarrhcea at Birmingham 
and 6 at Hull. Birmingham also reported 4 deaths from whooping- 
cough and 4 from diphtheria. There were 4 deaths from measles at 
Liverpool. 

The number of stillbirths notified during the week was 
206 (corresponding to a rate of 34 per thousand total 
births), including 19 in London. 
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MALARIA ON BOARD SHIP 


Str,—Information volunteered by a chief engineer of 
the Merchant Service emphasises that calling at a West 
African port has been followed by a high mortality-rate 
from malaria, although instructions have been issued 
that quinine is to be taken as a prophylactic measure 
for ten days before reaching the port and during the 
ship’s stay there. This statement, if true, deserves very 
serious consideration from malariologists. In recent 
years clinical investigations, under the direction of Dr. 

’. D. Nicol, have been made at the Horton malaria 
therapy research centre (of which I was till lately in 
charge) into the relative efficacy of quinine and Atebrin 
in the prevention of therapeutic malaria, and the results 
obtained indicated that, whereas atebrin is a true 
causal prophylactic, quinine is not, and moreover that 
in adequate prophylactic doses atebrin has no serious 
toxic effects. 

In the light of these findings it would seem that much 
unnecessary loss of life might be avoided by substituting 
atebrin for quinine. This is possible as a drug identical 
with atebrin is now being manufactured in this country. 
In view of the seriousness and urgency of the situation, 
the validity of these observations should be carefully 
considered, and the opinions of the many malariologists 
who have studied prophylaxis should be put before the 
Ministry of Health. 

E. L. Hutron. 

Burden Neurological Institute, Bristol. 


Str,—The range of the malaria-carrying mosquito is 
so often a subject of pure speculation that any accurate 
information on this subject should be recorded. Text- 
books (I have no reference books on board) generally 
give 400 or 440 yards as the maximum flight of the 
mosquito and suggest that if a ship is moored beyond 
that distance from the shore the occupants will be safe 
from mosquito-borne diseases—e.g., malaria and yellow 
fever. The following incident indicates that there are 
exceptions to this rule. 

I am a passenger on a ship bound for Colombo. We 
sailed from Southampton, leaving at night, and sighted 
no land until we arrived at Freetown on the 10th evening 
where we stayed until the 12th morning. The ship was 
moored well over a mile from the shore (this fact was 
confirmed from the bridge). The harbour was crowded 
and there were at least two ships between us and the 
nearest shore. A large oil-lighter lay alongside us for 
one night and the boat was visited by many motor 
launches and small country craft. The passengers were 
allowed ashore. I was told that it was the height of the 
malaria season in Freetown. We next called at St. 
Vincent * on the 14th and again moored at least a mile 
from the shore, but in the 14th eyening called at another 
island of the Cape Verdi group where water was taken on 
and here we lay about 600 yards from the shore. On 
the 29th day of the voyage I was asked by the -ship’s 
surgeon to see a passenger in consultation. He was a 
young man, aged 21, who had never left England before ; 
he had felt ill on the 23rd, the day after his second 
T.A.B. inoculation, and he had a sharp local reaction ; 
on the 25th his temperature rose again and he was 
admitted to the ship’s isolation hospital with a tempera- 
ture of 102° F.; the next day he was slightly better, 
but on the 27th his temperature rose to 102° F. ahd he 
vomited ; it fell to 99° F. on the 28th, but on the 29th it 
rose again to 102° F. and again he vomited. He had no 
rigors, but he sweated profusely when the temperature 
fell. His tongue was furred, but not markedly so, on the 
day that I saw him, and his spleen was an inch below the 
costal margin, but came down to about three inches on 
deep respiration. His pulse was persistently below 100 
per minute and his respiration-rate was never increased. 
A provisional diagnosis of enteric had been made and it 
was suggested that the course of the disease was being 
modified by inoculation. His temperature chart sug- 
gested malaria, but this diagnosis had been ruled out as 


Some correspondent may point out that one would normally 


touch at St. Wo before reaching Freetown. Times are not 
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highly tmngeahelie in tn circumstances. I did not feel 
that I could support the diagnosis of enteric and 1 
recommended that a blood film be taken ; in this film I 
found a heavy malignant tertian infection, an average 
of over two rings per field with many erythrocytes 
containing two rings. He was given quinine and made 
an uneventful recovery. 

This finding led to the reconsideration of another case, 
a girl aged 15, who had been in India as a child, but had 
been in England for seven years and had had no malaria. 
She first complained of fever on the 24th day of the 
voyage and her temperature rose sharply, to 103° F. on 
the 26th and to 102° F. on the 28th, falling again to 
normal each evening. Her guardian, who is a doctor, 
gave her atebrin on the 27th after taking a blood film ; 
the temperature came down after two days, but from 
other observations a diagnosis of B. coli infection. was 
made and the blood film was not examined. I did not 
see this patient, but I was asked to examine the blood 
film which had been kept and in the first field I found 
two malignant tertian rings. The ship’s surgeon told 
me that two other patients, both Indians who had been 
in England some years and had not had malaria during 
this period, had clinically typical attacks of malaria on 
the 24th and 25th ; these responded to quinine. 

In the first of these four cases the malaria was certainly 
acquired on board, in the second case almost certainly. 
All four cases were amongst the tourist-class passengers 
who were accommodated in the stern of the ship and 
whose cabins were on lower decks than those of most of 
the first-class passengers. At Freetown a_ certain 
number of country craft came alongside selling fruit and 
other things; most of the trade was done with the 
tourist passengers. The patients were all four in 
different cabins and the cabins were some distance from 
one another, so that it seems likely that (if they were all 
four cases of malaria) more than one infected mosquito 
came on board. That the infected mosquitoes came on 
at Freetown seems almost certain. That they were on 
board before can surely be ruled out, as they could 
scarcely .have been lurking inactive since the ship last 
touched at a malarious port about two months earlier, 
and nine days would be too short an incubation period 
to allow for their coming on at the Cape Verdi island, 
even if this were malarious and I have no information 
about this. 

As to how the mosquitoes came on board there are 
many possibilities. They may have been blown directly 
from the shore, they may have hopped from ship to ship, 
or they may have come in the oil- -lighter, in the motor 
launches, or finally in the country boats with the fruit. 
Speculation on this point will not be profitable, but to 
me it seems most likely that they were simply blown 
from the shore, as there was a moderate wind off the 
land part of the time. This incident does suggest that 
the passengers and crews of ships lying even a mile from 
a malarious shore may become infected with malaria. 
The same remark will apply to yellow fever. 


At Sea off Colombo, Aug. 18. L. EVERARD NAPIER. 


E.M.S. SALARIES 


Str,—Two days ago the part-time E.M.S. consultants 
of my sector were informed confidentially of the new 
proposals for terms of service. These are no doubt what 
Sir Ernest Graham-Little had in mind in his letter of 
Oct. 5. Mr. Maxwell Ellis has already written on Oct. 12 
a letter of protest with which I am in full agreement, 
although he at the time could not have known the degree 
of insult contained in those terms, which Sir Ernest has 
defended in your issue of Oct. 20. 

Ever since the Munich crisis some idea of an E.M.S. 
had been in the mind of the Ministry of Health, but the 
majority of London consultants were called up into the 
E.M.S. during the last week of August, 1939, and were 
only presented with a contract two days before the out- 
break of war, Hitler having already set the fashion for 
short-time ultimata. The terms were such that few 
would have signed them had they had a chance for 
discussion, involving as they did (1) cessation of private 
practice ; (2) salary less than R.A.M.C. major, the 
corresponding consultant rank, and without the tax-free 
allowances of an army officer ; (3) no provision for pen- 
sions as in the Services ; and (4) an ill-defined term of 
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contract, apparently elastic and breakable on the 
ministry’s side but binding on the consultants. 

After three months of enforced inactivity the ministry 
began to be alarmed at the cost of maintaining such a 
service, although no alarm is felt at the prospect of 
paying idle men in the Services for an indefinite period ; 
and as the number of consultants who for one reason 
or another had declined to join the E.M.S. was insufficient 
to meet the demands of the public we were strongly 
urged to accept the part-time offer. 

Since then I have twice tried to join the R.A.M.C. 
A majority in those days was fairly certain—as Mr. 
Maxwell Ellis says, the vacancies were being filled by our 
registrars and house-men—but the E.M.S. refused to 
release me. At last in September Goering’s long- 
threatened air attack on London provided the conditions 
for which we had been conscripted, and now that I feel 
that I really am earning my E.M.S. retaining fee on the 
recommendation of a select committee of wage cutters 
l am offered a greatly reduced standing fee to retain the 
services of a consultant and payment for actual work 
done at an insolently low rate of pay. 

If Goering is kind to me and drops his bombs near 
(but not too near) the hospital to which I am attached, 
I may earn a living wage; otherwise for a miserable 
pittance I am to remain at the beck and call of the E.M.S. 
Thus for the second time the Ministry of Health seeks to 
bully consultants into signing contracts to work for them 
under very disadvantageous conditions. On the first 
occasion the consultants signed because the war was 
already upon us and then was not the time to stand out 
for pensions and the like. On this occasion the consul- 
tants, having been kept from joining the Services, and 
whose practices are now at the lowest ebb, may feel 
forced to sign any contract that is better than nothing. 
I hope my fellow consultants will this time make a 
stand and persuade the Ministry of Health to come to 
some equitable and final terms. 

Wimpole Street, W.1, Oct. 30. F. W. ROBERTs. 


DEATH AND DYING 
Sir,—Professor Ryle’s attitude to religion and the 
hereafter is perhaps best explained by Newman in his 
** Idea of a University.’’ Speaking of Christianity and 
medical science, he says : — 


‘*A medical philosopher, who has so simply fixed his 
intellect on his own science as to have forgotten the existence 
of any other, will view man, who is the subject of his con- 
templation, as a being who has little more to do than to be 
born, to grow, to eat, to drink, to walk, to reproduce his 
kind, and to die. He sees him born as other animals are 
born ; he sees life leave him, with all those phenomena of 
annihilation which accompany the death of a brute. He 
compares his structure, his organs, his functions, with those 
of other animals, and his own range of science leads to the 
discovery of no facts which are sufficient to convince him 
that there is any difference in kind between the human 
animal and them. His practice, then, is according to his 
facts and his theory. Such a person will think himself free 
to give advice, and to insist upon rules, which are quite 
insufferable to any religious mind, and simply antagonistic 
to faith and morals. It is not, I repeat, that he says what 
is untrue, supposing that man were an animal and nothing 
else ; but he thinks that whatever is true in his own science 
is at once lawful in practice—as if there were not a number 
of rival sciences in the great circle of philosophy, as if there 
were not a number cf conflicting views and objects in human 
nature to be taken into account and reconciled, or as if it 
were his duty to forget all but his own ; whereas 

There are more things in heaven and earth, Horatio, 
Than are dreamt of in your philosophy. 
I have known the most detestable advice given to young 
persons by eminent physicians, in consequence of this 
contracted view of man and his destinies.” 


Professor Ryle, I am sure, would not wish to claim 
that he is a Daniel come to judgment in his conclusions 
about man and immortality of the soul. Others before 
him, who have devoted themselves to a study of the 
human body and its reactions in health and disease, 
have clamped down on their observations, well content 
in mind that they have solved the riddle of the universe, 
and that God and the hereafter were myths. I have the 
greatest admiration for Professor Ryle’s contributions 
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on medical subjects. That does not mean to say that I 
do not enjoy his digressions, particularly when he seeks 
to pontificate on things not quite germane to his subject. 
Then, I think, he is almost at his best. Let us hope 
that in a future article he will again wander delightfully 
from his subject and treat us to something about the 
origin of the sun, and the moon, and the stars, the earth 
we live on, and the origin of life and its objects; why 
man is mortal and the planets seem eternal. These 
questions engaged the minds of those profound thinkers 
and philosophers, Socrates and Plato, Augustine and 
Aquinas, as well as the minds of the great scientists, 
Newton and Kelvin, and made of them not atheists but 
theists. 

In our own profession the greatest benefactors of 
mankind, Pasteur and Lister, were firm believers in the 
Deity, and even Charles Darwin could not subscribe to 
Professor Ryle’s views. But then, of course, these men 
belong to a bygone age and really their views are not 
suitable for modern times. 


Harley Street, W.1. MICHAEL J. SMITH. 


Str,—I have received by post, with one dissentient 
criticism, so many grateful and confirmatory letters on 
the above subject that I am not greatly disturbed by 
Sir Francis Fremantle’s misinterpretations of my theme 
or by his accusations of naked materialism and shallow 


paganism. To me it does not seem that the quest for 
truth and a desire to help one’s fellow mortals here and 
now can be inspired by irreligious motives. I have not, 


as he and Dr. Harwood Stevenson suggest, denied the 
separate existence of spirit or of an after life. I have 
merely adopted the agnostic ition. I do not know 
the truth about these things because I have no direct 
experience of them and have never met anyone who has. 
If they do exist then I merely maintain that they must 
involve a different kind of experience from that provided 
by the living sensorium. 

Sir Francis asks ‘‘ What vestige of evidence has Dr. 
Ryle that will and choice, love and hatred, reproduction, 
creation and life are dependent on ‘ the structures which 
subserve life’ and are dissolved at death’’? The 
evidence for the dependence of the first five of these 
coon ate age on the integrity of a living nervous system 

long since been by physiology and psycho- 
logy, and supported by such men as Darwin, Cannon, 
Pavlov, James and Lange. Creation and the nature of 
life itself did not enter my discussion. But what 
vestige of evidence, I would ask in turn, has Sir Francis 
that will and choice, love and hatred, and reproduction 
(sic) continue after death ? Many of us find so much in 
nature to be studied and understood that is both 
beautiful and good and so much to compensate for what 
is ugly and ,8o much evidence for the indestructibility 
of matter in the universe, for the long persistence and 
development of race and for the evolution on earth of 
human personality and the good in man, that we prefer 
not to speculate on other forms of continuity elsewhere. 

To Dr. Stevenson I would point out that what he 
refers to as my “ statements ”’ (as though to imply asser- 
tions of fact) I describe undogmatically as ‘‘ the rational- 
ist’s picture.’’ I believe the rationalist to be at least as 
entitled to his picture, and to invite the contemplation 
of this picture by others who are fearful or in doubt, as 
others are to enforce the contemplation of their picture 
(often with frightening effects) on children and adults 
who have not reached the age or stage of reason. 


London, 8.E.1. JouHn A. RYLE. 


GLYCOSURIA IN MENINGOCOCCAL MENINGITIS 


Str,—In your issue of Aug. 24 Drs. Ward and Driver 
describe a case of meningococcal meningitis starting with 
diabetic coma. The following is a rather similar case. 


On July 21 a boy aged four was admitted to Hertford 
County Hospital. He had been quite well till two days 
previously when he developed a cold with watery eyes. 
July 20 he was feverish at noon and complained of aches in 
his limbs, nausea and thirst. In the evening abdominal pain 
and headache developed. During the night he vomited 
several times. On the day of admission he became rapidly 
more ill and at 2.30 p.m. his doctor found him very drowsy 
and rousable only with difficulty, and with complete flaccidity 
of all his limbs. His temperature was 103° F., pulse-rate 120, 
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and he showed air-hunger, acetone in his breath and a urine 
joaded with sugar and acetone. He was given three lumps 
of sugar and 15 units of insulin and sent into hospital with a 
provisional diagnosis of diabetic coma. On admission two 
hours later there was definite neck-rigidity and a positive 
Kernig’s sign. Lumbar puncture produced turbid fluid under 
increased pressure and containing meningococci as shown by 
smear and culture. Two hours later the urine contained 
much acetone but only a small amount of sugar. After six 
hours, and subsequently, no sugar was found in the urine 
though acetone persisted for two days. During this time the 
child was given glucose orangeade, a large proportion of 
which he vomited. One convulsion occurred with extension 
and hyperpronation of the arms and conjugate deviation of 
the eyes upwards and to the right. Head-retraction became 
marked and with the stuporose condition remained for a 
week, but eventually the disease responded to intramuscular 
and oral sulphapyridine. The child is now completely well 
and the blood-sugar curve is normal. 


In this case it is possible that the glycosuria and 
ketosis were due to a transient insulin deficiency from 
the acute toxzmia, since very little sugar was eventually 
necessary to control his ketosis. I have to thank Dr. 
Brian Stanley for permission to mention this case. 


Hertford. R. R. HUNTER. 


VENOUS LIGATURE AND PARTIAL 
ARTERIECTOMY 


Srr,—In a recent leading article (Lancet, Oct. 26, 
p. 524) you stated that ‘‘ in the last war Makins, Tuffier 
and others established as a fundamental principle of 
vascular surgery that when an artery is tied the com- 
panion vein must be tied as well.’’ I am sure you are 
claiming more than Makins, who first advised this 
procedure, ever claimed. He only suggested tentatively 
on the experience of a few cases that the method was 
worthy of trial (Lancet, 1917, 1,249). He was supported 
by Cowell with reports on 5 cases (Brit. med. J. 1917, 
577). As far as 1 am aware no subsequent body of 
evidence has been produced to support the thesis. 
As far as my own experience goes there is no evidence 
in favour of or against it. From my notes of cases 
in the last war, I have records of 37 cases of ligature 
of main arteries excluding the vessels below the knee 
and elbow. The analysis of these is as follows. 


Ligature of Artery 


Ligature of Artery and 


only (18 cases) Vein (19 cases) 

Gangrene No gangrene | Gangrene No gangrene 
Carotid 1 1 
Axillary 2 4 0 2 
Brachial 1 2 | 0 1 
Femoral 0 4 | 1 6 
Popliteal 2 2 | 5 3 
— — | — 
Total 6 12 | 6 13 


As will be seen these figures lend no support to the 
thesis that ligature of artery and vein affords protection 
against gangrene. These figures do not include any.cases 
complicated by fracture or gas gangrene. 

In my view the most that can be claimed for this 
“fundamental principle ’’ is that it is an interesting 
suggestion worthy of fuller investigation. 


Wimpole Street, W.1. G. T. MULLALLY. 


INDUSTRIAL TUBERCULOSIS 


Sitr,—Your correspondents appear to be in general 
agreement over this aspect of social medicine. The 
isolated success of Papworth, even if repeated, must not 
blind the profession to the need for a great coérdinated 
national effort. A national tuberculosis scheme volun- 
tarily accepted by patients must not be regarded in the 
same light as schemes launched under the alleged 
voluntary principle, such as Papworth, however agree- 
able and however high the standard. Such places, 
appertaining to a so-called voluntary system which has 
been stripped of the basic principles of voluntaryism, 
are not the alternative to or opposite of a national 
scheme, whether patients under such a national scheme 
ane to be compelled to seek treatment or not. My view 
is this: to produce a maximum effort and to minimise 
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the difficulties of persuading the patient to accept 
treatment and diagnostic investigation, a national scheme 
of prevention and treatment of tuberculosis must be 
under national unified supervision but with local effort 
interwoven and coérdinated ; and it must be a scheme 
ensuring no risk of loss of economic security or status 
to potential or actual sufferers or patients. If that were 
done, in my view, citizens would voluntarily submit to 
the necessary early in vestigation and examination without 
hesitation ; there would be no need for compulsory 
treatment, which in a country like Great Britain is 
neither essential nor desirable. 

I differ from Sir Pendrill because he would prefer a 
series of centres on the lines of Papworth run byvoluntary 
effort. In any national scheme there might be scope for 
limited voluntary effort but the scheme must be national, 
under the supervision of the state, with communal 
responsibility for its establishment and finance, and run 
on representative democratic methods. Ido not believe 
that an extension of the present voluntary scheme would 
fit the bill without that state finance. I differ from 
him in insisting on minimum economic security. The 
worker has been realising for some time that some 
publicists are prepared to do anything for him except to 
give him control of the administration of any scheme. 

Industrial Orthopedic Society. H. B. MorGan. 


TOXOID IMMUNISATION 

Str,—The idea that toxoid immunisation for diph- 
theria is a perfectly safe procedure and the glowing 
accounts of its results emanate entirely from the official 
health services. The resulting deaths and the numbers 
of healthy carriers produced are not mentioned. In 
eleven families which I have attended since diphtheria 
began to be prevalent here in May, 1939, there were among 
immunised children 11 cases requiring hospital treatment 
and 9 carriers. In addition there were 19 cases, 3 of 
them fatal, among the contacts ; 9 of these were adults, 
all except 1 parents of the children. All other causes 
of the outbreak have been eliminated by the health 
authorities and myself. The infection appears to be 
most virulent at the end of a year. When the second 
outbreak began I was asked if I would immunise the 
children, but I pointed out that the cause of the epidemic 
was the children already immunised and the remedy was 
to trace the carriers. This was done and the most recent 
carrier discovered by swabbing was sent to hospital a 
few days ago (Oct. 7). The cases are very atypical. 
Two laryngeal cases had no symptoms beyond catarrh, 
in 2 the vulva was infected, in 1 the skin. I ask whether 
a vaccine would not be a safer and more satisfactory 
method of immunising children against diphtheria. 


Handley, Salisbury. G. BaYNTON 


ASPIRIN AS A GARGLE 

Sir,—I have used for many years a suspension of 
gr. 10 of aspirin in warm water after tonsillectomies, 
and I am confident of its local anzsthetic effect. This 
manifests itself within a minute or two, and is not 
dependent on the aspirin being swallowed. However, 
swallowing certainly adds to the effect, both by carrying 
particles further down the fauces to other raw areas, 
and subsequently by the central action of the drug after 
absorption. The primary effect is not seen in inflam- 
matory conditions such as tonsillitis and ‘sore throat,” 
presumably because there is no mass destruction of the 
mucous membranes. The gargle should be given imme- 
diately before meals, and it is gratifying to see patients 
able to swallow solid food without difficulty directly 
afterwards. 


Wellington Court, N.W.8. S. C. Lewson. 


THE DOCTOR’S CARAPACE 


S1r,—Most of us travel on our lawful occasions during 
air-raids, and in so doing are exposed to the remote 
chance of personal injury. A direct hit from a heavy 
bomb would be just too bad, but injury by falling 
splinters, most of which will easily penetrate the pressed 
steel of a car body, is more likely and more easily guarded 
against. Of the safeguards usually seen, a steel sheet is 
hard to obtain and difficult to fix, and a double-bed 
mattress strapped to the roof is slightly ridiculous. A 
simple and very cheap protection can be arranged inside 
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the roof, by cutting a sandwich of five layers of *‘ chicken 
wire ’’ with four of army blanket between them to shape, 
and retaining it with a sheet of beaver board sprung into 


place. If need be the board can be coloured to suit the 
decoration of the car. 
Harley Street, W.1. W. H. OGILVIE. 


MASKS IN THE SHELTER 


Srr,—The letter from Mr. T. H. Sanderson-Wells in the 
Times of Oct. 21 deserves the closest attention. He 
appeals for the universal wearing of gauze operating- 
theatre masks by all persons who may suspect themselves 
of sickening for, or of having, colds and influenza in air- 
raid shelters and other confined spaces. He supports 
his plea by a striking illustration from his own hospital in 
the 1918-19 epidemic. Those who have experience of 
this method of prophylaxis will, | think, agree both upon 
its difficulty and effectiveness. 

Wembley. H. M. HARRIs. 


BLOOD SEDIMENTATION INDEX 


Str,—Dr. Phillpotts suggests that blood may be kept 
up to 24 hours before being used for the determination 
of Day’s sedimentin index. In a considerable number of 
experiments carried out here, similar to those described 
by Dr. Phillpotts, it has been found that while there is 
no appreciable error after $ hour delay the variation after 
even 4 hours delay may be as much as 10% either way 
in the sedimentin index. Since the chief value of the 
sedimentin index lies in repeated readings at intervals it 
is clear that delay of more than 4 hour in putting up the 
blood may introduce considerable errors. 


Crossley Sanatorium, Frodsham. A. K. MILLER. 


A SHELTER CASUALTY 


Srtr,—Because of the present attention being devoted 
to the use of bunks arrariged one above the other in air- 
raid shelters the following case may be considered of 
some interest. A boy of 13 was sleeping in an air-raid 
shelter in one of the upper-level bunks, at a distance of 
about 6 feet from the floor. The bunk was only 2 feet 
6 inches wide and there was nothing at the side to prevent 
his falling out. In his sleep he turned over and fell to 
the floor. He was admitted to hospital vomiting and in 
severe pain, and we found at operation that his spleen 
was torn almost completely in half. There were no 
other injuries of any kind, and he is now making a 
normal recovery from splenectomy. This accident might 
have been averted by the simple expedient of fixing a 
board at the side of the bunk away from the wall. 


Addenbrooke’s Hospital, Cambridge. H. T. Laycock. 


HORMONE TREATMENT OF UNDESCENDED 
TESTIS 


Str—Dr. LEisenstaedt’s letter about your leading 
article of Sept. 14 emboldens me to add a similar mild 
protest. In a recent paper (Brit. med. J. 1938, 2, 168) 
1 stated that there was an anatomical fallacy in the 
papers advocating hormone treatment, in that the testes 
they described as being in the inguinal canal before 
treatment were actually in the subcutaneous tissues 
of the abdomen, having ascended out of the canal into 
a structure I called the inguinal pouch. On the under- 
standing of this structure | based rules for distinguishing 
the 20° of ‘‘undescended testes’”’ that will not come 
down spontaneously from the 80% that will; and I 
suggested that the latter were the same 80% as were 
reported cured by hormones. If I am right, surely this 
fallacy is an important factor in the discussion ; and if 
I am wrong a good many of my opponents would like 
to know where | have been proved so. 


DENIS BROWNE. 


Four Honyman Gillespie lectures will be held during the 
autumn term at Edinburgh Royal Infirmary on Thursdays at 
4.30 p.m. On Nov. 14, Mr. F. E. Jardine will speak on in- 
spection ; on Nov. 21, Dr. A. Ninian Bruce on the basis of 
temperament ; on Nov. 28, Dr. John McMichael on circula- 
tory collapse and shock ; and on Dec. 12, Dr. Charles Cameron 
on modern methods of treating lung tuberculosis. The 
lectures are open to all graduates and senior students. 
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Now 


A Running Commentary by Peripatetic Correspondents 


ANYONE who has read Churchill’s ‘‘ Marlborough ” 
cannot fail to notice the similarity in character of the 
great Duke as depicted there and our present Prime 
Minister. Is it heredity, dominant genes having come 
through in sufficient numbers to give likeness ? Or did 
Mr. Churchill model himself on his ancestor, with whose 
shadow he must have grown up, whom he must have 
studied closely for years? Or has he in painting a 
picture of Marlborough unconsciously given us only a 
picture of himself, by the process, known in every 
schoolboy, of identifying himself with his hero? Any- 
how there it is: tenacious, brave, of a reasoning suavity, 
forgiving and friendly to his erstwhile detractors whose 
flattery must surely nauseate, opportune in making the 
best of poor material that lies to hand, humorously 
ruthless, even down to one of Marlborough’s little 
weaknesses, a not unamiable tendency to a spot of 
nepotism. One great quality, possibly the very kernel 
of leadership, these great captains seem to have—a 
clarity of vision which makes them fix their eyes with 
the frank gaze of children on that for which they are 
fighting. Marlborough fought against one man; Lincoln 
fought against one word—secession. Mr. Churchill also 
in one word has stated the stake in the present conflict 
—survival. Is this an exaggeration ? Possibly not ; 
history has many instances of the disappearance of a 
nation after defeat ; even the Medes and the Persians 
sank from imperial pomp to a third-class power after 
the defeats of Xerxes, though they took a few centuries 
in doing it. If the German wins this war it is conceivable 
that we shall become a second-class power, face centuries 
of retreat, humiliation, impotence, and finally absorption, 
extinction. But h The Teuton myope has 


e can’t win. 
prepared for victory down to the last satanic detail, but 
he is a myope. This is no question of territories nor 
dynasties but a plain natural-history problem of regres- 
sion or evolution. The German cannot see that no 
people can endure to victory who have been deprived of 
their latest acquired and highest faculties. He might 
as well have deprived them of sight. Will man submit 
for long to have withheld his passport for all venturing, 
the one flickering flame that he has wrested in his million 
years struggle from the beasts, his one possible claim to 
immortality? Nofear. But ere the struggle strengthens 
let us clear the dirt from our own eyes—for instance, 
stamp out privilege as though it were a plague, bring to 
trial those who have been imprisoned without a hearing. 
The knight goes on a crusade only after vigil, humble 
and cleansed. Meanwhile, for those that have not read 
them, Churchill’s ‘‘ Marlborough’’ and Wells’s ‘‘ Outline 
of History ”’ will help to defeat the blackout. If you 
want it blacker still you might add Hansard 1920-40 
and the last line of Kipling’s ‘‘ Recessional.’’ 

* 


Next to and perhaps even greater than that of the 
adjutant is the power wielded by the medical officer to 
an infantry battalion. He is even more of a general 
adviser and link between the men and their company 
commander than the padre himself. He listens to the 
complaints and worries of the men in the calm atmos- 
phere of his inspection tent away from the rigid standing 
to attention and bawling of the company office. The 
M.O. can thus find out far more easily than the com- 
pany commander which of the men are shirking their job, 
and which, by reason of their mental unalertness and 
poor physique, are really the type who should be picking 
up paper or cleaning the latrines. Perhaps a perfectly 
fit man will try to ‘‘ swing the lead,’’ or as the modern 
officer calls it ‘‘ put over a smooth one.’’ The company 
commander can warn the doctor about his suspicions, 
but the final word about fitness for duty rests with the 
doctor. Then there is that personal feeling of com- 
fortable safety which a kindly and efficient M.O. can 
bestow—of always having at one’s beck and call someone 
who will sympathise with and explain those minor ail- 
ments that come upon the junior officer during his first 
month or so in this new and energetic life. It is so easy 
to go and get proper attention to that sprained foot, that 
swollen ankle, that strained wrist, or that pain just over 
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the appendix (due of course to a too-lengthy route march) 
which one fears may be serious—and all free of charge. 
Even that great man the C.O. when he is feeling a bit off 
colour treats the doctor in an extra friendly way, wonder- 
ing whether in the past he has been friendly enough. In 
his own quiet way the M.O. is an important person. 

* * * 


In the case of the bowel and its appendages, and to 
some extent in the case of the heart, man quite early 
realised that the overhead charges of running two estab- 
lishments would be prohibitive, and so very wisely 
amalgamated. But he still has two legs, uses them 
equally, and under present circumstances could not do 
with less. In the matter of arms, for several millennia 
he has been using one more than the other, and eventu- 
ally may attain to the success already achieved by some 
crabs of unity in this respect. With the generality of 
his organs he has insisted on having spare parts in case 
of unlikely accidents, not daring to take the irrevocable 
plunge which unity demands. 

Most children have a naughty alter ego, a disgusting 
child who is responsible for all their crimes, leaving them 
sinless, smug, and reproving. Naughty Jane and Bad 
Kaka were the names of two of these spectral young 
criminals whom I happen to remember. Osler, being a 
very natural sort of man, not unduly shackled by con- 
vention, carried this mechanism into adult life ; James 
Bovell was guilty of any misdemeanour which might 
have been attributed to Osler. Of course quite a lot of 
people have this second self, but few own up to him. 
On a blank parchment page in the parish register of my 
old home some village clerk, probably testing a quill 
pen, had written over and over again “ John Holly 
1620.’’ The name appealed to me as a boy; it was so 
English, it took one back to a rather jolly time in history, 
it had a tang of the hedgerow, perhaps he was a bit of a 
poacher, and although I don’t approve of the fellow he 
has been a fairly ae companion of mine ever since, 
has even signed hotel registers, written doubtful articles, 
and one night gave his name to a policeman who 
stopped him for riding a push-bike without a light. 
Some years ago I read a surgical article describing the 
removal in seven cases of cerebral tumour of nearly the 
whole of one hemisphere. Those who survived were 
said to be mentally normal. But were they ? Did they 
make sure that; in removing half of the brain they had 
not also removed a Naughty Jane, a Bad Kaka, a John 
Holly or some equally lovable but disreputable person ? 
Isn’t it probable that the brain is one of those organs 
which in trying to attain unity is not yet quite successful, 
is dogged by its repressed and shady twin, whom 
however it basely otis but who bobs up and claims 
an identity especially in the more savage and honest 
of us?  I’d love to spend a week-end with one of those 
semi-decerebrate patients and try to find out. 

* x 


The other day Mr. John Hilton spoke on the wireless 
of the difficulty some service men find in getting lifts 
from motorists. He suggested many good reasons why 
motorists do not stop, but he didn’t mention ours. Our 
car was made in 1933. It is a two-seater, and if we are 
both travelling the only free seat is in the dicky and its 
seat was made in 1933 too. There is absolutely no pro- 
tection from draught, which may be piercing even on a 
hot summer day, and the hold, or whatever it is called, 
is always filled with an assortment of luggage, books, 
coats, knitting, and sometimes a bicycle. So far no-one 
has ever actually refused a lift, but two sailors became 
sufficiently disillusioned to get out before they reached 
their destination, and we did not think any less of the 
senior service for that. 


Few of us care to hobnob with delayed action bombs, 
and I for one would not wittingly come within barge-pole, 
much less stethoscope, length of one. Captain Robert 
Davies, who seems to find them interesting little things, 
likes to listen to their physical signs, and has now and then 
borrowed a neighbouring stethoscope to do it. What 
he detects from the awful noises in their colicky interiors 
he has not divulged, though it would make good clinical 
reading. Is there a ‘‘ Davies sign ’’—a threatening rub 
or creak that promises stirring things to come ? Does a 
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sinister ticking, like Hook’s crocodile, set the listener’s 
hair stirring and send gooseflesh down his spine ? 

whole proceeding is so madly courageous that one can 
only gasp and smile. The medical staff of a London 
hospital has presented him with a stethoscope of his 
own now, no doubt with the comment, spoken or 
implied, ‘‘ Sooner you than me.’’ The whole profession 
will add a wish that he may never hear anything to his 
disadvantage. 


* * * 


When the high-explosive bomb struck the workman’s 
dwelling in a north-west coastal town, it buried young 
Alfred under the debris. They dug him out and carted 
him off to hospital, grimy with dust and dirt, shocked, 
but not seriously hurt. Alfred is fourteen, and when he 
saw the state of his shirt his comment was, ‘‘ By gor, an’ 
clean on only this morning.’’ Nicely settled in the ward 
after a good sleep, he was greeted by the matron on her 
round, handing out cigarettes where they would be 
thankfully received. ‘‘ You won’t have one, Alfred, I 
suppose,’’ she teased him. Alfred looked at the packet 
of Woodbines in her hand. ‘‘ Not them,’ he said, 
rather have one of my own. Mine’s Capstans.”’ 


SCOTLAND 


CONFERENCE OF SCOTTISH M.O.H.’S 


In a discussion of war-time public health at a recent 
meeting of Scottish medical officers of health Mr. W. R. 
Fraser, secretary of the Department of Health, said that 
so far they had been lucky in regard to infectious diseases. 
Apart from some uneasiness last winter regarding 
cerebrospinal fever there had been no epidemics of 
major character. They must, however, be on their 
guard against dangers to health from the inhabitation 
of shelters, especially as dormitories. Such dangers 
might arise in Scotland, or epidemics engendered else- 
where might ultimately reach them. In some areas the. 
deaths from tuberculosis had risen, but whether this was 
on account of war conditions it was too early to judge. 
Experience of previous wars suggested that a higher 
incidence of tuberculosis was to be expected. Medical 
officers must consider what they could do to forestall 
this danger more successfully than their predecessors. 
The department had already initiated several measures 
for general betterment of conditions. Regional agree- 
ments between local authorities had been fostered to 
secure the most advantageous use of infectious-diseases 
hospitals by the pooling of resources without regard to 
local boundaries. Local authorities had been asked to 
arrange for the inspection of air-raid shelters at regular 
intervals by public-health officers. An exchequer grant 
of 75% would be made for capital and running costs of 
additional facilities for the treatment of venereal disease. 
Local authorities bordering on the Clyde were to come 
together to discuss ways and means of meeting the 
problems of sanitary control arising out of the abnormal 
shipping conditions there. Dr. Mackintosh, chief medical 
officer to the department, stated that there seemed to 
be an increase in the personal horrors of war—the louse, 
the bug, and seabies. The environment for the spread 
of diphtheria was suitable at the moment and he urged 
local health authorities to do all in their power to 
encourage parents to have their children immunised. Of 
the various methods adopted to encourage immunisation 
house-to-house canvassing was said to have been the 
most successful. 


NEW BIOCHEMICAL LABORATORY IN GLASGOW 


The biochemical laboratory provided by the Glasgow 
corporation for the Stobhill Hospital was recently opened 
by Lord Provost Dollan. The scheme has been planned 
by Prof. Noah Morris, in collaboration with Dr. A. 8. M. 
Macgregor, medical officer of, health for Glasgow. At 
the opening Principal Sir Hector Hetherington said that 
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the university had had to depend in an increasing degree 
for many years on the help of the corporation for 
educating students in infectious diseases and other work 
which was the special province of the corporation in the 
field of public health. That one of the university’s 
full-time professors should have his clinical unit in a 
corporation hospital as distinct from a voluntary hospital 
Was something of an experiment in Glasgow. He 
expressed the gratitude of the university for the coépera- 
tion of the corporation health committee and for the 
services placed at the university’s disposal. Nothing 
had been so remarkable as the growth in the last 20 or 
30 years of the community’s sense of responsibility for 
the physical welfare of its people. 


TREATMENT OF CEREBROSPINAL FEVER 


THe War Office have amended their advice in the 
management of cerebrospinal fever so as to incorporate 
the knowledge of chemotherapy gained during last 
winter's epidemic of the disease. The routine manage- 
ment of cases and of contacts has been simplified and 
suggestions for more efficient prophylaxis have been 
made. Routine postnasal swabbing of contacts for 
the detection of carriers has been abandoned, and no 
attempt is made to segregate such individuals, although 
their identity is recorded. Similarly mass gargling and 
nasal insufflation on parade is no longer recommended, 
for no satisfactory evidence of its value has yet been 
produced. Prophylaxis is furthered by the encourage- 
ment of simple lectures to the troops when advice based 
on the mode of spread of the infections and the part 
played in it by the nasopharyngeal secretions is given. 
Open-air exercise is urged and the use of hot, humid and 
stuffy rooms deplored. In particular, medical officers 
are advised to make sure that whenever rooms are 
vacated maximum ventilation is obtained, while during 
rush hours their occupants should be dispersed as widely 
as possible, avoiding even temporary overcrowding and 
contact around fires or in canteen bars. In the barrack- 
room the centres of beds should be six feet apart at least 
and every alternate bed should be turned so that 
each man sleeps with his head opposite his neighbour’s 
feet. 

Following recent publications on the treatment of 
cerebrospinal fever, sulphapyridine is accepted as the 
drug of choice as it was found more effective than sulph- 
anilamide or sulphathiazole. When either drug is used 
lumbar punctures are required for diagnosis only and the 
drainage of the cerebrospinal fluid as a therapeutic 
measure is necessary only if symptoms such as headache 
demand it. Should such an occasion arise opportunity 
should be taken to check the concentration of the drug 
in the fluid recovered, and every effort should be made to 
keep this concentration up to 5 mg. of sulphapyridine 
per 100 c.cm. 

Routine treatment follows the lines laid down by 
recent writers, 8-10 g. of sulphapyridine being given by 
mouth within the first twenty-four hours, in four-hourly 
doses, half of this total being given in the first two 
administrations. After these large initial doses the 
administration is continued for two days and is then 
reduced to 2 or 3 g. daily for six days. The total period 
of treatment should not normally exceed nine days. 
In spite of its extreme alkalinity the intravenous and 
intramuscular use of sulphapyridine soluble has not been 
abandoned in fulminating or unconscious cases. In 
civilian practice, however, it has been found that 
sulphapyridine can effectively be given to most of such 
cases through a nasal or oral tube and that when vomiting 
occurs substitution of the same dose of sulphanilamide 
for twenty-four hours brings relief, so that the alkaline 
sodium salt is fortunately very rarely required. 

Lastly, the pamphlet stresses the importance of early 
administration of the sulphonamides even where 
bacteriological diagnosis has not been made, and voices 
the opinion of many a harassed hospital physician by 
urging that a documentary record of the nature, dose 
and method of administration of the drug that has been 
given should accompany the patient to hospital. 


TREATMENT OF CEREBROSPINAL 
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M.D. LOND. 

Dr. Kate Platt, the first principal of the Lady Hardinge 
Medical College for Women at New Delhi, was killed by 
enemy action in London on Oct. 13. She was born at 
Gloucester in 1866, the only daughter of James Platt, 
M.Inst.C.E. She was educated at Cheltenham Ladies’ 
College, and often accompanied her father on his pro- 
fessional visits to the United States and the Continent 
before she decided to study medicine. She graduated 
M.B. from the London School of Medicine for Women in 
1904, and for a time held the post of pathologist at the 
Elizabeth Garrett Anderson Hospital. But soon she 
went to India, and after working at Poona for a year was 
appointed medical superintendent of the Victoria 
Dufferin Hospital in Calcutta. When Lady Hardinge 
started a medical college at New Delhi for Indian women, 
she chose Dr. Platt as organiser and first principal. Of 
her work there a friend writes: ‘‘ Dr. Platt had already 
shown herself a capable administrator and successful 
surgeon, and that the building should be completed and 
the college and hospital opened in 1916 in the midst of 
the dislocation caused by the last war was a testimony not 
only to her strength of purpose and character, but to 
her shrewd judgment and handling of people. As 
principal, while insisting on a high standard of work, her 
sense of humour and artistic gifts enabled her to make 
life colourful for many people. She held that medical 
women should not be dowdy, and herself not only was 
charming but looked it.’ Dr. Platt also served as 
adviser to the Countess of Dufferin’s fund when the 
Women’s Medical Service for India was started. In 
1921 she retired on grounds of ill health and came back to 
England, but she went on working. She enjoyed lectur- 
ing to East-end audiences on social hygiene, she was 
active in the service of the Marie Curie Hospital at 
Hampstead, and she served as medical adviser in the 
recruitment of the Lady Minto Nursing Association for 
India. But above all her London home was a resting- 
place for all who had worked in Delhi. Events have 
moved so quickly in India that it is perhaps already 
difficult, as her friend justly remarks, to realise how much 
we owe to pioneers such as Dr. Platt, who enabled 
purdah women to study medicine and prepared the way 
for the adequate treatment of Indian women and 
children by their own countrywomen. 


JEFFREY RAMSAY 
0.B.E., M.D. LOND., F.R.C.P. 

On Oct. 25 Dr. Jeffrey Ramsay died at his home at 
Longridge from a heart attack. He was born at Heaton 
Mersey, near Manchester, in 1884, the son of Peter 
Jeffrey Ramsay, J.P., and was educated at St. Bartholo- 
mew’s hospital, where he qualified in 1907. The following 
year he went to Blackburn as house-surgeon at the Royal 
infirmary, and after a short absence he returned to settle 
in the district which he served without stint till he died. 
Only a few days before his death he had been appointed 
blood-transfusion officer for the region. During the last 
war he was a physician specialist at a casualty-clearing 
station and was twice mentioned in dispatches. He held 
the rank of lieut.-colonel in the R.A.M.C. (T.R.). 

W. A. D. writes: “‘ I first met Jeffrey Ramsay twenty 
years ago. He was the leading light at the annual 
meeting of the Blackburn and district nursing association. 
He was a forceful yet humorous speaker with a merry 
twinkle in his eye. Acquaintance developed, as in all 
who had the opportunity, into firm friendship. He was 
one of the leading practitioners of Blackburn and district, 
and though then in general practice was an honorary 
physician of the Royal Infirmary. He was a sound 
clinician and took the M.R.C.P. in 1925. He was greatly 
interested in laboratory work and spent long hours at the 
bench. He gradually dropped general practice and 
became a consultant. 
as well as to his friends when he was elected to the fellow- 
ship in 1937, a rare distinction for a physician working in 
one of the smaller industrial towns of Lancashire. 


** He took a prominent part in the work of the charities |, 


of his adopted town, and no-one who appealed to him for 


It gave immense pleasure to him]. 
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a good cause went away empty-handed. He was a 
whole-hearted supporter of the public-health service and 
gave much thought to the problems of juvenile rheu- 
matism. He established one of the first clinics in the 
north of England for the supervision of these sufferers. 
He dispensed lavish hospitality in his country-house on 
the Longridge Fell where, after a tramp on the moors, 
conversation would sparkle on'a wide variety of subjects, 
but with every now and then an affectionate reference 
to Bart’s. He wielded immense influence over a wide 
area, and his premature death is a great loss to the pro- 
fession and to the community he served so well.” 


EDWIN JOSEPH WYLER 
M.C., M.D. LOND. 

THE death of E. J. Wyler on Oct. 22 took from us a 
distinguished serologist who for nearly twenty years 
maintained on behalf of the Ministry of Health the Wasser- 
mann standard for this country. This standard operated 
through the system of comparisons, instituted by 
Colonel L. W. Harrison soon after the creation of an 
official venereal diseases pathological service. Sets 
consisting of some hundreds of sera were examined by 
Wyler, in parallel with official V.D. and other patholo- 
gists, for their behaviour in Wassermann reaction tests. 
Reports were then made to the pathologists doing the 
comparison to show to what extent their test technique 
fell short, either as ‘‘ too sensitive,’ thus risking false 
positives, or ‘ too weak,” risking an untimely cessation 
of treatment as the result of false negatives. The very 
high standard set by Wyler was borne out by the inter- 
national contests at Copenhagen in 1923 and 1928 and at 
Montevideo in 1931, at which serologists from many 
countries, convened by the Health Section of the League 
of Nations, examined in parallel sera from large numbers 
of syphilitic and non-syphilitic subjects. At the two 
Copenhagen meetings his percentages of positive re- 
actions with syphilitic sera were higher than those of 
any other Wassermann tester (of those who also gave no 
false positives). He was therefore chosen to represent 
Europe at Montevideo, and again reported no false 
positives and an almost unbeaten level of sensitiveness 
in the Wassermann reaction. 

Wyler’s contributions to medical literature were 
chiefly on this subject, which he had made his own, and 
the majority appeared as reports either to the Medical 
Research Council or to the Ministry of Health. His 
earlier work included four reports to the Colonial Office 
on yellow fever in Nigeria in 1913. 

In 1936 he retired from the service of the ministry, and 
looked forward to enjoying the arts of music and painting, 
to which he was devoted. This period of leisure has been 
too brief; driving his car in apparent health one 
evening, he was seen to stop by the wayside, and was 
found dead at the wheel two minutes later. 
W. M.S. 
ROBERT CYRIL TURNBULL 
M.D. LOND. 


Dr. Robert Turnbull, who died at Devizes on Oct. 
18 at the age of 63, retired from the post of medical 


; | superintendent of Severalls Mental Hospital, Colchester, 


two years ago. He qualified from the London Hospital 
in 1900, and for some years worked in the London 
County Council mental hospital service at Horton and 
Colney Hatch. Im 1908 he took his M.D. Lond. in 


.| psychological medicine, at that time a rare distinction, 


and in 1910 he was appointed senior assistant medical 


officer at the Essex county asylum at Brentwood. Two 
“| years later he was promoted to the position of medical 
| }Superintendent of the new mental institution which was 


nearing completion under the same authority at Severalls, 
near Colchester. 

This hospital was opened in the sprig of 1913, and for 
Dr. Turnbull devoted all his energies to 
the task of making and retaining its reputation as one of 
The last 
war depleted his medical and nursing stafis and over- 
crowded his wards and frustrated for a time his hopes 
and ambitions of advancement in methods of treatment. 
But from 1919 onwards his whole medical administra- 
tion was one of progress. W.G. M. writes: To Turnbull 
must be given a due share in changing the outlook of 


*jasylums to that of mental hospitals. He was a broad- 
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minded, practical psychiatrist, insisting that mental 
illness must be attacked from every angle, and his treat- 
ment was based on sound clinical observations. He was 
a pioneer in regard to occupational therapy, physical 
training and outpatient clinics for mental patients. 
The standard he set himself was a high one, and he 
expected the same standard from those who worked 
under him. He was intolerant of anything mean, petty 
or not absolutely straight, and he was outspoken in 
criticism. As a true Yorkshireman he never made hasty 
decisions, his judgments were well considered and those 
who ew him best sought his advice. Under his 
administration Severalls was a happy place for patients 
and staff. He had a keen sense of humour, a trifle 
caustic at times, perhaps, but never intended to hurt. 
His lectures to nurses were enjoyed equally by lecturer 
and audience, and his juniors will long remember the 
evening discussions of recent cases. . 

In his younger days Dr. Turnbull was a keen cricketer 
—a stubborn, slow-scoring batsman—but in later years 
his recreations were gardening, chess, golf and fishing, 
all suited to his thoughtful, contemplative nature. He 
was a prominent member and past-president of the 
Colchester rotary club, and he was unobtrusively and 
practically interested in social problems. His _rose- 
garden contained prize blooms which could hardly be 
rivalled byany otheramateurgrower. His home and family 
life was ideally happy, and it is sad that he has not been 
spared to enjoy his leisure with the wife who shared his 
strenuous years. He leaves one daughter and three sons. 


JOHN COLIN KEITH CAMPBELL 
M.B. CAMB. 

Dr. J. C. K. Campbell lost his life in an air-raid on 
St. Thomas’s Hospital. The son of Mr. J. R. Campbell, of 
Cuilin, Bray, co. Wicklow, he was educated at Hailey- 
bury, and Clare College, Cambridge. He took part I of 
the natural sciences tripos in 1936 and part 11 of the 
tripos in pathology the following year. He went on to 
his clinical work at St. Thomas’s Hospital and passed his 
M.B. degree in June. One of his teachers writes: In 
Campbell the medical profession has lost a member 
with the highest, most needed qualities—keen intelligent 
honesty, a happy vigour and a delicate consideration of 
his fellow men. His short life has been, and will remain, 
a benefit to his friends. 


JOHN PATRICK BROOKE BALL 
M.R.C.8. LIEUTENANT, R.A.M.C. 

THE death of Lieut. J. P. Ball at the age of 26 in an 
air attack in September is announced. Ball was at 
school at Eastbourne College and entered Westminster 
Hospital by way of King’s College in October, 1932. He 
qualified M.R.C.S. last year. He took an active part in 
the athletics of the medical school, where he founded the 
squash racquets club. He also played Rugby for the 
hospital and was an enthusiastic yachtsman. 


ERNEST HUGH SNELL 

M.D., B.SC.LOND., D.P.H., F.R.S.E.; BARRISTER-AT-LAW 
- THE death last month is announced of Dr. E. H. 
Snell, formerly medical officer of health for Coventry. 
He was born at Chesham in 1865, and was educated at 
the Universities of Birmingham and London. He 
qualified from King’s College in 1889 with honours in 
medicine and forensic medicine, and after holding 
resident posts in Birmingham at the Queen’s Hospital 
and the General Hospital, he returned to London to gain 
experience in public-health work. He became in turn 
medical officer for Blackwall Tunnel, assistant medical 
officer for smallpox ships under the M.A.B., and assistant 
medical superintendent at Paddington Infirmary. In 
1897 he was appointed to his post at Coventry, and in 
the Midlands he built up a great reputation as an authority 
on public health. In 1926 he was elected president of 
the society of M.O.H.’s, in whose counsels he showed 
outstanding qualities of common sense and a wide 
knowledge of his specialty, while he presided over their 
annual dinner with a dry humour which made it a 
memorable occasion. Apart from his annual reports 
and his book on Compressed Air Illness, he was not a 
prolific writer. He retired in 1927, but continued to 
live in Coventry. 
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Medical News 


University of Cambridge 


On Nov. 2 the following degrees were conferred :— 
M.B., B.Chir.—* M. O. J. Gibson, and *C, F. H. Wiessner. 


M.B.—* Sir Ivor Beauchamp and L. 


* By proxy. 
Royal College of Physicians of London 


At a meeting of the college held on Oct. 31, with Sir Robert 
Hutchison, the president, in the chair, Dr. Henry MacCormac, 
Dr. Hope Gosse, Dr. R. A. Rowlands and Dr. Robert Coope 
were elected councillors. Dr. A. Clark-Kennedy was elected 
representative of the college on the committee of management 
of the Conjoint Board. The president announced the award 
of the Jenks memorial scholarship to Gerald Rees Davies, 


late of Epsom College, and the appointment of Dr. W. N. 
Pickles as Milroy lecturer for 1942. 

Isaac Muende, M.B. Lond. was elected a member. 
to practise were conferred upon 182 
and 2 


Conjoint Board and have complied with the by-laws of the 
college. The following are the names of the successful 
candidates :— 


R. H. Alexander, 8. M. Ali, W. H. E. Allen, J. L. B. Ansell, 
0. B. Appleyard, D. J. Ap Simon, W. D. Arthur, P. A. Bachmann, 
©. F. Ballard, P. S. Barclay, R. C. Barclay, Alexander Barlow, 
E. D. Barlow, K. L. Barnes, Robert Bauer, G. W. Bellis, F. D. 
Birks, Robert Boggon, J. F. Bourdillon, Ruth E. M. Pam 
P. T. Boyle, J. V. Braithwaite, B. D. Burns, J. 8S. G. A. Burns, 
Walter Calvert, H. Campbell, E. C. R. Ww. R. Clarke, 
D. P. Cocks, 71, . 8. Coghill, L. B. Cohen, R. L. Co hen, M. J. 
Conlon, O. L. yt, G. O. Cowdy, A. 8. pee Leonora A. 
Crawford, PBR M. Crook, Muriel Crouch, Timothy Culloty, 
David Dangerfield, H. M. Darlow, J. o.. Davies, Grace T. Dawson, 
W. G. Daynes, H. E. H. Denham, Dent, Discombe, 
P. C. Dismorr, D. M. L. Doran, R. Dunn, J. Eadie, T. E. C. 
Early, A. H. A. El-Baghdadi, John Faia, A. G. aah B. Fawcitt, 
M. A. Fawkes, J. M. Ferguson, J. R. Fletcher, D. C. Fraser, D. N. 
Fuller, Laurence Garrett, Basil Godwin, Harry Greenberg, Saul 
Gruber, J. P. Guthrie, K. A. Hall, R. S. B. Hamilton, F. W. Han- 
ford, G. I. Harding, J. 3. Moshe th, C. R. F. Hewlett, Dorothy M. 
Hicks, R. T. Hinde, H. D. R. Hine, G. 8. Hopkins, E. V. Hope, 
Gordon Houseman, W. G. J. Hughes, S. 0. Log A. D. Husband, 
D. M. Jackson, F. 8. Jackson, Muriel E. James, B. D. L. Johnson, 
G. A. pommeen, F. T. Jones, J. G. Jones, P. FE. H. Jones, 
Kamill, J. Koopman, ay rardus Krafft, Denys Laing, ° 
Leach, synthia Lee, Lee-Woolf, Flora Levy, 
T. D. C. Lewis, Max RR G. B. Locke, W. J. C. Lord, R. E. 
McLachlan, Alastair Maconochie, J. M. Malins, Maples, 
W. W. Marsden, D. V. Martin, D. H. Meldrum, 8 les, 

Mills, D. T. Milnes, S. N. Mohan, E. H. Moorhouse, J. E. Tk 
. 8. Norris, Ruth P. Peterson, H. T. Phillips, Florence R. Pillman, 
W. Pinder, J. M. J. F. Poolman, D. 8. Mangadu 

pe EA, M. A. Rauf, A. H. Rea, Lucien Read, 

Lewis, Joseph Ribeiro, B *é. Rigden, P. 

Robecn, J. W. Joan A. Rosmarin, C. M. H. 

Rowntree, A. or de, R. S. Russell-Smith, Mary M. E. 

J Ryner, James Salwey, A. R. Sand- 

° Sandle, © F. Saunders, Nathaniel Saunders, Edmund 

Shephard, aets Shloimovitz, A. R. Silcock, Margaret C. Smith, 

Peter Smith, A. J. H. Spafford, Kathleen Staynes, . M. Steinberg, 

John Stuppel, Myra Sutherland, Norman Swallow, J. ¥. 

P. H. Tasker, D. M. E Thomas, D. T. Thomas, E. 

H. A. Thomas, See M. Thompson, William Thomson, Ahmed 

Toorawa, N. Bb. Trapps, P. D. Trevor-Roper, Richard Wadia, 

Violet E. Waller, Mary J. Walmsley, Patrick Waters, W. F. J. 

Weston, C. L. Wharton, H. W. Wheate, M. White, J. H. 

Wildman, Mary U. Wilkin, J. M. Williams, T. N. P. Wilton, and 

John Woodley. 


Diplomas in child health were conferred, jointly with the 
Royal College of Surgeons, upon those mentioned in THE 
Lancet of Oct. 19, p. 505, and diplomas in public health 


Arya, B. C. mene | Mary T. Day, J. M. Gray, Ibadulla 
Kivchlew. M. W. A. Qurais 


Hospital Planning in Scotland 


The Scottish medical advisory committee to the Nuffield 
Provincial Hospitals Trust mentioned in our Scottish letter 
last week will include : 


Sir John yoaeee, (Raiemen. Prof. J. R. Learmonth, Prof. Noah 
Morris, Prof. C. . Illingworth, Prof. Charles McNeil, Prof. 
James Hendry, Prot. oe Patrick, Dr. J. Crawford Knox, Dr. 
W. G. Clark, Prof. J. M. Mackintosh, Dr. A. Greig Anderson, Dr. 
Duncan Leys, Dr. R. W. Craig, and Dr. A. 8. M. Macgregor. 


J. Bacon. 


Licences 
candidates (159 men 


Sir Girling Ball has been elected dean of the faculty of 
medicine in the University of London for 1940—42. 


A meeting of the Pharmaceutical Society of Great Britain 
will be held at 17, Bloomsbury Square, London, W.C.1, 
on Nov. 14, at 2.30 p.m., when Prof, Alexander Fleming will 
give an address on antiseptics in war-time surgery. 


MEDICAL NEWS 


3 women) who have passed the final examination of the . 


[vov. 9, 1940 
cross has meee: to Flying Officer 
C. B. J. Wylley, B.M. 
yes Officer Wylley was buried in the debris of a beliding 
: wee a direct hit during an intensive air raid o 
bane me. In spite of slight injuries and shock, this medical 
officer immediately rendered first aid to other injured personnel. 
W.S./Captain N. R. Lansdell, R.A.M.C., 
reported missing, is now reported prisoner of war. 


Colonel E. M. Cowell, A.M.S., has been promoted to the 
rank of brigadier. He is the first medical man to hold this 
rank. 


previously 


A meeting of the Royal Society of Arts will be held at John 
Street, Adelphi, W.C.2 at 1.45 P.m., on Nov. 27, when 
Mr. A. Dickson Wright will speak on the treatment of wounds. 


The examination for the Theodore Williams Scholarship 
in Pathology will be held in the University of Oxford, to- 


day, Saturday, Nov. 9, and not on Nov. 10 as previously 
announced. 


At the quarterly meeting of the directors of the Naval 
Medical Compassionate Fund, held on Oct. 29, with 
Surgeon Vice-Admiral Sir Percival Nicholls, medical director- 
general of the Navy, in the chair, the sum of £154 was distri- 
buted among the several applicants. 


The Dudley Medical War Committee have nominated 
Dr. Ellis Taylor, assistant school medical officer, for service 
in the forces. The local education committee have refused 
to release him until they have found a suitable successor. 
Dr. Taylor is responsible for some 7000 children, and the 
committee feel that it is not in the national interest that this 
work should be allowed to suffer. The committee are 
advertising the post. 


Marriages and Deaths 


BIRTHS 
AVERY.—On Nov. 2, at Kota Bharu, Malaya, to Dr. Ursula Avery 


nee Jeffery )—a son. 
: ” in Edinburgh, the wife of Lieutenant 


BASKETT.—On Oct. 26, 
Noel Baskett, R.A. M.C. —twins, a son and daughter. 
mata Nov. 2, at Minehead, the wife of Dr. nu M. Chappel— 


Chantk—On Oct. 29, at Oxford the wife of Dr. E. P. Clarke—a 
a 


Deacon. —On Oct. 29, the wife of Dr. John Nissen Deacon, of 
Edgware—a son 
Monae. r Oct. 26, at Tralee, the wife of Mr. Michael Horgan, 


son. 

JENNINGS.—On Nov. 3, at Reading, the wife of Dr. L. M. Jennings 
—a daughter. 

KNOWLES.—On Oct. 27, at Petersfield, the wife of Major A. H. 
Knowles, R.A.M.C.—a daughter. 

LEEDHAM- a. —On Nov. 2, in Edinburgh, the wife of Major 
J. C. Needham-Green, R A.M.C.—a 

cnere —On Oct. 26, the wife of Dr. Russell "Shove, of Cullompton 


TUCKWEil.-On Nov. 2, at Puttenham, the wife of Mr. E. G. 
Tuckwell, F.R.C.S.—a daughter. 


MARRIAGES 


Oct. 30, at Campbeltown, Argyll, Henry 
Paul Dick, ge surgeon lieutenant, R.N. ., son of 
Dr. F. A. Dick, of Walton-on-the-Hill, to Nancie Colvill. 

LLIOTT—ELKINTON.—On Oct. 30, in London, Frank Abercrombie 
Elliott, M.R.C.P., to Betty Kathleen Elkinton. 

RAHAM—RUSSELL.—On Novy. 3, at Blundellsands, George Des- 
mond Graham, M.R.C.S., to "Evelyn Ann Russell. 


DEATHS 
CoLTaRT.—On Nov. 4, in a railway accident, John Gilchrist Coltart, 
M.B, Glasg., and ‘his wife. 
Cross.—On Oct. 29, at t Sidmouth, Francis George Cross, F.R.C.S. 
by enemy action, Desmond FitzGerald, 
8 Ww 
x Oct. 29, Waiter George Spencer, O.B.E., M.S. Lond., 
F.R.C.S., aged 82. 


Appointments 


Goop1ne, S. E. F., M.D. Camb.: part-time M.D. for civil defence 
for Surbiton. 
H. A., M.B. Belf. : examining factory surgeon for Altrincham, 
ester. 
MACDONALD, F. G., M.R.C.S., D.P.H.: asst. V.D. officer for Durham 
and Northumberland with Gateshead and Newcastle-on-Tyne. 
MAGAURAN, W. H. B., M.D., M.Ch. N.U.I., F.R.C.S.: temp. con- 
sultant to the ear, nose, and throat department of the King 
Edward Memorial Ealing. 
Owen, E. Tupor, M.B. Lpool: junior R.S.O. at the Christie Hospital 
and Holt Radium Inetitute, Manchester. 
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